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His Life and Work 


BY 


MARIE D. GORGAS 
and 
BURTON J. HENDRICK 


The Conqueror of 
Yellow Fever 


This biography of the late Surgeon-General and one of the outstanding figures of our times 
will be, in the words of DR. FRANKLIN MarTIN, “almost essential to every sanitarian and 
surgeon, immensely valuable and inspiring to every doctor.” 


This life-story of a Southerner who wiped out malaria and yellow fever in Havana and 
Panama, and thus made possible the Panama Canal, will hold an unusual appeal to all 


Southern physicians. 
Cloth, $5.00, net 


S. Washington Square LE A | & FEBIGER a Philadelphia 
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COVERING THE PELVIC DISEASES OF WOMEN 


and Obstetrical Monographs 


A MONOGRAPH 


Covers thoroughly one 
problem in one 
Volume 


For gynecological and ob- 
stetrical cases it is the ideal 
form of reference work. 
Each of the fifteen mono- 
graphs covers completely its 
individual subject and the 
allied conditions involved. 


Pelvic Inflammations in 


Women 
By John O. Polak, M.D. 
Menstruation and Its Dis- 


orders 
By Emil Novak, M.D. 
Extra-Uterine Pregnancy 
By Edward Schuman, M.D. 
Cesarean Section 
By Franklin S. Newell, M.D. 
Gynecological and Obstetri- 
cal Tuberculosis 
By Charles C. Norris, M.D. 
Pelvic Neoplasms 

By F. W. Lynch, M.D., and 
A. F. Maxwell, M.D. 
Toxemias of Pregnancy 
By George W. Kosmak, M.D. 
Birth Injuries of the Child 
By Hugo Ehrenfest, M.D. 
Gynecological Symptoms and 
Their Interpretation 
By Isidor C. Rubin, M.D. 
Complications of Pregnancy 
By Edward B. Davis, M.D. 
Surgery of the Female Pelvis 
By Carey Culbertson, M.D. 
Non-Operative Treatment in 
Gynecology 
By George Gellhorn, M.D. 
Sterility and Conception 
By Charles G. Child, M.D. 
Gynecological and Obstetri- 
cal Pathology 
By Robert T. Frank, M.D. 
Diseases of the Vulva 
By Fred J. Taussig, M.D. 


15 Cloth Volumes 
Fully Illustrated 
Sold in Complete Sets Only 
$60.00 per Set 


FROM THE STANDPOINT OF THE 
PRACTITIONER 


For, the first time in thirty years we have a presenta- 
tion of the subject of gynecology written from the stand- 
point of the practitioner, rather than the undergraduate. 
The repetitions and triteness of text-books are eliminated. 
Each volume is on one subject and that a live one, by a 
man who is a proven authority in his particular field. 
These books cover all gynecological problems and emer- 
gencies, and give new treatment for many disorders both 
operative and non-operative, including the latest in glandu- 
lar and protein therapy, among the non-operative pro- 
cedures. They give definite clinical pictures, and direct 
the attention of the reader to the accepted old and new 
methods of both diagnosis and treatment, throwing new 
light on many problems even to the specialist. This work 
has won the enthusiastic endorsement of gynecological 
specialists and general practitioners everywhere. 


These books will show a doctor how—— 


—to recognize disease in early stages. 
—to forestall many grave conditions. 


—to substitute the non-operative for operative in many 
cases. 


—to recognize many conditions before changes in struc- 
ture take place. 


—to make more positive differential diagnosis for example 
between metritis and carcinoma in early stages. 


—to handle certain endocrin disturbances and the later 
treatments of the toxemias of pregnancy. 


— 


D. APPLETON & COMPANY, 
35 West 32nd Street, 
New York. . 


Please send, carriage prepaid, GYNECOLOGICAL AND OBSTET- 


RICAL MONOGRAPHS, fifteen volumes, price $60.00. I enclose 
and agree to pay balance in monthly instalments 
Weta until paid in full. 
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Out 


for 


The Medical Interpreter gives you 
“Time Out” on the links without “stealing” it! 


How often the busy Doctor’s plea of “no 
time” for recreation is the result of being 
obliged to devote what otherwise might be 
a few hours of leisure now and then, to 
digging and delving in research and study 
that could be gotten through with in a few 
moments with the Medical Interpreter 
Service at your elbow. | 

This statement is not a prophecy or a “per- 
haps”—but a condition that can be taken 
advantage of and enjoyed by the subscriber 
to the Medical Interpreter. 

The “lure of the links” is now most seduc- 
tive; with nature all a-smile, beckoning 
you to come out into the great out-doors 
with its sunshine and breezes, and the 
promise of steadier nerves, a better brain, 
and finer incentive for work for accepting 
the invitation. 

The Medical Interpreter, with its concise, 
comprehensive, clear-cut interpretation of 
the world’s medical and surgical sciences, 


offers to busy Doctors the literal translation 
briefly stated of “how it was done”—why, 
when, where and by whom—not a compila- 
tion of antideluvian past history long since 
passed on the highway of scientific advance- 
ment, leaving it obsolete and unusable, but 
instead, it reviews all of the bright, fresh, 
“workable knowledge” events in medicine 
and surgery that happened “just a moment 
ago” and become “Applied Articles” on 
the basis of actual performance and success- 
ful results that you, tco, can adapt at the 
sick bed and use with an equal measure of 
success. 


Doctor, it will be worth your time to sign 
and mail coupon for full and complete in- 
formation about the Medical Interpreter. 
It puts you under no obligations to do 
so, and we will be more than grate- 
ful for the opportunity of pre- 
senting a resume of facts 
about this Service. 


“If it’s NEW and of VALUE—it’s in the MEDICAL INTERPRETER” 
—A SERVICE— 


THE MEDICAL INTERPRETER 


1716 Pennsylvania Avenue, N. W., 
Washington, D. C. 


2 ee May 1925 
SS 
\\ 
+ 


Vol. XVIII No. 5 SOUTHERN MEDICAL JOURNAL 3 


LIPPINCOTT’S STANDARD TEXTS 


9 ANSPACH—Gynecology. 2nd Edition 


By Brooke M. Anspach, M.D., Professor of Gynecology, Jefferson Medical College, 
Philadelphia. Octavo. 758 pages. 526 illustrations. 5 colored plates. Cloth, $9.00. 
Truly the author of this book may be proud of his achievement for he has covered 
his field in a clean-cut, masterly fashion. The arrangement of the subject matter is 
logical, simple and direct. One of the most unique chapters of the book is that per- 
taining to backache. There are special chapters on gonorrhoea, syphilis, tuberculosis, 
menstrual disorders and sterility, with mechano-, sero-, thermo-, and radiotherapy, 
operative technic and the preparation for same, post-operative treatment and the 
management of its complications, and the writer has a full conception of what the ! 
active practitioner wants, and we feel that he has furnished it. 


SHEARS—Obstetrics. 4th Edition 


By George P. Shears, M.D., Professor of Obstetrics, New York Polyclinic Medical 
School and Hospital. Revised by Philip P. Williams, M.D., Instructor in Obstetrics, i 
Graduate School of Medicine, University of Pennsylvania. Octavo. 745 pages. 419 
illustrations. Cloth, $8.00. 


The new edition of this celebrated practical work has been thoroughly revised and 
brought up to date. Its popular use is easy to understand for it gives you the things 
you are generally unable to find, with many common sense hints, unusual in a work 
of this kind, for the welfare and comfort of the patient. 


FEER—Pediatrics 


Octavo. 917 Pages. 262 Illustrations. Cloth, $8.50. 

A celebrated text-book by nine European and seventeen American Pediatricians. No 
similar one-volume work appears in our language. A distinct advantage is the concise 
treatment of the subject matter. Arrangement is such that no time is lost in referring 
to any one descriptive passage. Etiology, Pathology, Symptomatology treatment are 
all complete. Discussions of individual diseased conditions are absolutely dependable, 
and the therapeutic measures advised are in line with the most recent accepted usage. 


MUIR—Text-Book of Pathology 

By Robert Muir, M.D., Professor of Pathology, University of Glasgow; Pathologist to 
the Western Infirmary, Glasgow. Octavo. 778 Pages. 433 Illustrations. Cloth, $8.50. 
A generally useful and much-needed text on the study of disease by scientific methods. 
The author has endeavored, in the first place, to give due weight to the scientific aspect - 
of the general pathological processes, and, in the second, to describe those pathological 
changes in the various organs, which are of special importance in relation to Clinical 
Medicine and Surgery. 


WALSH and FOOTE—Safeguarding Children’s Nerves 


By James J. Walsh, M.D., Professor of Physiological Psychology, Cathedral College, 
New York, and John Foote, M.D., Georgetown University Medical School, Washington, 
D. C. 272 Pages. Illustrated. Cloth, $2.00. 


A book for doctors to give parents to read who ask the “How” questions regarding 
misbehavior in their children. Foreword by the Hon. Herbert Hoover. 


Let us send you circulars of these and our other Medical Books 


J. B. LIPPINCOTT COMPANY 


LONDON: Since 1875 PHILADELPHIA: Since 1792 MONTREAL: Since 1897 
16 John St., Adelphi W. C. 2 East Washington Square Unity Building 
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HAY FEVE 


2 


Pollen Allergen Solutions Squibb 
hn is the time to immunize your Hay Fever 


patients against their annual affliction. 
Pollen Allergen Solutions Squibb are used for the 
prophylaxis and treatment of Hay Fever and other 
pathologic conditions due to pollen sensitization. 
Treatment should commence several weeks before 
the expected onset of the usual seasonal occurrence. 


SquiBB’s Diacnostic Potten ALLERGEN 
So.utions afford the means of determining the 
offending pollens as a guide for treatment. The 
prophylactic treatment consists of graduated doses 
of the glycerol solutions of the pollen proteins. 
Complete sets of these in graduated doses and in 


5 Cc. vials are oftered by the Squibb Laboratories 
as Pollen Allergen Solutions Squibb. 


Write us direct for special information concerning 
the use of Diagnostic Allergens Squibb and Pollen fff... 
WHY Allergen Solutions Squibb for the prevention and 

‘\ treatment of Hay Fever and allied conditions. 


E-R: SQUIBB & Sons, NEw YORK 


MANUFACTURING CHEMISTS TO THE MEDICAL PROFESSION SINCE 18358 


\ 
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How long does your 


gauze stay sterile? 


It comes in sterilized sealed packages, to be 
sure. The first time you use it, it is safe. 

How about the treatments several days or 
weeks later? Any opened packet has been ex- 
posed and is likely contaminated. Certainly 
it is no longer safe to use as a dressing. 

To be on the safe side either open a fresh 
package for each patient, or re-sterilize the 
unused portions in live steam. The latter is 
advised. 

The No. 1512 combines a steam dressing 
sterilizer with an instrument sterilizer and a 
water sterilizer. That’s why it is the most 
popular sterilizing ovtfit for the general prac- 
titioner, 


Send for catalog H 


No. 1512 


Physicians’, Dental and Hospital Sterilizers Castle sterilization is based 
: on proven authority 


WILMOT CASTLE CO., 1182 University Ave., Rochester, N.Y 


Crossen’s 


Operative Gynecology 


By HARRY S. CROSSEN, M.D., F.A.C.S , Professor of Clinical 
Gynecology, Washington University Medical School; Gynecologist 
in Chief to Barnes Hospital and Washington University Dispen- 
sary, etc. 
Sid ce, binding $1230 
NEW edition of a Crossen book is like the addi- 
tion of another old master to an art gallery. 
Surgeons, gynecologists and practitioners will be inter- 
ested in the announcement of a new 3rd edition of 
Crossen’s work on “Operative Gynecology.” The book 
has been carefully revised, much new matter added, 
and more than 80 new pictures. Every noteworthy 
operation is taken up in minutest detail in this volume, 
both in text and in illustration. 


If you do not have the sth edition of Crossen’s “Diseases of Women,”’ let us 
send you a = for examination. It contains 1005 pages, with 934 uw 
engravings. e standard text in gynecology. rice, $11.00 


C. V. Mosby Co., Medical Publishers 


508 North Grand Boulevard St. Louis, Mo. 
Send for circulars of surgical books 


(New 3rd Revised Edition) 
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Mosby H 
Send me a copy 
Price $12.50. 
Ad S8.M.J. 
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PITUITARY EXTRACT 
LILLY 


Pure - Stable 
Uniform in Strength 


Purity—This extract contains the active 
principle of the posterior lobe of the pit- 
uitary gland in a state of purity not 
attained heretofore on a commercial scale. 
Stability—It will remain active over a 
long period. Test lots have been boiled 
with but little loss of activity. 

Uniformity—Special methods have been 
devised for bringing each lot to the same 


standard of strength. 
ILETIN Pituitary Extract, Lilly, is supplied in 
INSULIN, LILLY and surgical; 


No. 117—Obstetrical 1 /2 c. c. Ampoules. 
No. 118—Obstetrical 1 c. c. Ampoules. 


Pure - Stable - Constant in Unitage No. 119—Surgical 1 c. c. Ampoules. 
Packed six in a box, each in an individ- 


Iletin (Insulin, Lilly) is supplied in ual carton. 
containers of two sizes: 5 c.c. vials 
and 10 c.c. vials. Both the 5 c.c. 
and 10 c.c. vials bear the same des- 
ignation: U-10, U-20 and U-4o. 


To distinguish between the two 
sizes it will be necessary, for exam- 
ple, to order as U-10—s c.c. vials or 
U-10—10 c.c. vials. 


In absence of specifications as to 
size wanted, the 5 c.c. vials will be 


| Write for additional information. 
All Lilly Products are supplied by the Drug Trade 


ELI LILLY AND COMPANY 
INDIANAPOLIS, U. S. A. 
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Which we 
ich Hypnotic. 
Many TN the effort to provide a non-narcotic sub- 
Hypnotics— stitute for morphine many hypnotics have 
been evolved and are offered to the pro- 

fession. 
Which Certainly a serious question because of the 
To Use? many claims advanced by manufacturers. 
Which is Easily determined—the one proving the most 
the Best? useful in therapeutic range, most rapid in ac- 


But how about 
a substitute for 
morphine when 
Pain causes 
Sleeplessness? 


Is there a 
drug which is 
effective? 


Has it been 
proven? Are 
there clinical 
data available? 


Try ALLONAL 
and compare its 
value with that 
of other 
hypnotics— 


tion, because quick action is invariably desired 
—and the safest in ratio to its hypnotic power. 


Experience has proved the well known hyp- 
notics usually ineffective in normal therapeutic 
doses where pain is a factor, because their 
function is limited almost entirely to inducing 
sleep. 


Allonal was scientifically built for the purpose. 
It was not a chance discovery. It acts well not 
only in cases of simple insomnia but also in 
cases of the severest pain. In medical literature 
there is no other drug so extensively reported 
that is, non-narcotic and yet resembles mor- 
phine so closely in hypnotic and analgetic 
properties. 


Allonal was fully proven pharmacologically 
and clinically before it was offered to the pro- 
fession. Published reports from many fields of 
medicine fully substantiate all the claims made 
for it. 


Not only in the simple insomnias but also in 
the most difficult cases of pain or psychosis. 
Compare its action with that of any hypnotic. 
Prove for yourself the value of Allonal. 


Literature and supply for trial on request 


GheHoffinann-La Roche Chemical 


‘Makers of “Medicines of Rare Quality 
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ALABAMA STATE BOARD OF HEALTH 
ANTITOXINS and VACCINES 


DIPHTHERIA ANTITOXIN 


1000 Units Syringe Package $ .70 
5000“ 1.70 
10000“ 3.00 


20000“ 5.40 
TETANUS ANTITOXIN 


1500 Units Syringe Package 1.60 
5000 “ 6 3.75 
10000“ 6.25 
20000“ 10.80 


TYPHOID VACCINE 
(Plain or Combined) 


3 Syringe Package (one immunization) 1.00 
3 Ampul Package (one immunization) 35 
30 Ampul Package (ten immunizations) 2.75 


SMALL-POX VACCINE 


2 Vaccinations per Package .20 
5 Vaccinations per Package 40 
10 Vaccinations per Package " 
50 Vaccinations per Package 3.25 


RABIES TREATMENT (Pasteur Method) 


One complete Treatment 


Order through your STATE DISTRIBUTOR or direct from the ALABAMA 
STATE BOARD OF HEALTH, 519 Dexter Ave... MONTGOMERY, ALABAMA. 


List of Distributing Stations sent on request. 


THE GILLILAND LABORATORIES 


PRODUCERS OF BIOLOGICAL PRODUCTS 
MARIETTA, PENNA. 
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Victor X-Ray Equipment, 
in Tacoma 
Tacoma, Wash. 


The Maximum Professional Value 


OMETIMES the prices charged for Victor 

X-ray equipmentare lower than thosecharged 

_ for inferior equipment; sometimes they are 
slightly higher, but not nearly so high as Victor There are Victor ma- 


i justi ‘deri hines to meet 
quality would justify, considering the manifold 


advantages enjoyed by Victor users through _ pose. Tell us the pur- 
the research and engineering departments main- —P°¢ and we will tell 

you what Victor ma- 
tained by this organization. hing 


at the lowest cost. 


In other words, there is more professional value 
in a Victor X-ray machine. That value is reflected 
in the devices which have been developed by 
Victor research, which are to be found only in 
Victor apparatus, and which have most notably 
contributed to the advance of roentgenological 
technique. 


VICTOR X-RAY CORPORATION, 236 South Robey St., Chicago, Illinois 
Sales Offices and Service Stations in All Principal Cities 
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Metaphen, D.R.L. 


A Powerful, Stainless, 
Mercurial Germicide 500 Times 
the Strength of Phenol 


METAPHEN IS STAINLESS 


For Skin Lesions: 


Metaphen is effective in the treatment 
of pyogenic skin conditions and skin af- 
fections caused by vegetable parasites. 


For Gonorrhea: 


Metaphen is of great value in most cases 
of acute gonorrhea. The urethral dis- 
charge is stopped in most cases after a 
few treatments. 


For Sterilizing Instruments: 


Metaphen does not tarnish instruments 
even when the latter are immersed in a 
1:1000 solution of the compound for one 
week or more. Immersion for a few 
minutes in 1:5000 solution will render 
the instruments sterile. Surgical rubber 
goods are sterilized with equal rapidity. 


For First Aid: 


Metaphen is superior to Iodine in treat- 
ing cuts and open infections and is with- 
out stain or damaging effect on the 
tissues. 


Ask for booklet describing 
the many uses of Metaphen 


THE DERMATOLOGICAL RESEARCH 
LABORATORIES 
1720-1726 Lombard Street, Philadelphia 


Branch of 


THE ABBOTT LABORATORIES 
4753 Ravenswood Ave., Chicago 


New York Seattle San Francisco Los Angeles 
Toronto Bombay 


KANSAS CITY 
ANNUAL FALL CLINICS 
October 5-6-7-8, 1925 


The 1925 Program of Lectures and Clinics 
includes these distinguished guests: 
Dr. a Abt, Rochester, Minn., Pediatrics. 
Dr. B. S. Barringer, New York City, Urology. 
Dr. Roy B. Canfield, Ann Arbor, Mich., Ear, Nose 
and Throat. 
Dr. Arial W. George, Boston, Mass., Radiology. 
Dr. ree A. Hibbs, New York City, Orthopedics. 
Dr. Chas. F. Hoover, Cleveland, Ohio, Medicine. 
Dr. Alex Lambert, New York City, Medicine. 
Dr. W. J. Mayo, Rochester, Minn., Surgery. 
Dr. John Osborn Polak, Brooklyn, N. Y., Obstetrics. 
Dr. John Elmer Weeks, New York City, Eyes. 
Dr. T. W. Salmon, New York City, Neurology. 
Additions to distinguished guest list announced each 
month in this Journal. 
MEETING PLACE: Kansas City Athletic 
Club Building 
Rooms, Round Table Luncheons and Lec- 
tures, all held in the Enclosed Roof Garden. 
Clinics at all Allied Hospitals in Greater 
Kansas City. 
Plan now to attend the 
Annual Fall Clinical Conference 
October 5-6-7-8, 1925 


KANSAS CITY CLINICAL 
SOCIETY 


Telephone: Delaware 2398 
631 Rialto Building Kansas City, Mo. 


THE HENDRICKS - LAWS 
SANATORIUM 


El Paso, Texas 
Chas. M. Hendricks, James W. Laws, 
Medical Directors 
A modern and thoroughly equipped pri- 
vate institution for the treatment. of all 
forms of tuberculosis, located at an ideal 
point, where atmospheric conditions ap- 
proach perfection in the treatment of such 
disorders. For full information, address 
T. B. Craft, Business Manager. 


Altitude 4,000 feet. Percentage of Humidity .40 
335 Sunny Days. Average Rainfall 9.12 inches. 
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Southern Pediatric Seminar 
Next Session at Saluda, N. C., August 3rd to 14th 


A Two Weeks’ Post Graduate Course in Latest Methods of Diag- 
nosis, Prevention and Treatment of Diseases of 
Infants and Children 


Six Hours Lecture a Day With Time to Recreate in the “Play Ground of the 
South;” Beautiful Scenery, Golfing and Boating 


Practical Demonstration in the Methods of Feeding Well and Sick Babies 


Clinical Material Available; Fifteen Minutes “Round Table” Discussion 
After Each Lecture 


Forty-six Doctors from the Southern States registered in 1924 


The following men from various parts of the South will give courses: 


. W. A. Mulherin, A.M., M.D., F.A.C.P., Au- 
gusta, Ga., Professor of Clinical Pediatrics, 
University of Georgia. 

Frank Howard Richardson, M.D., Black 
Mountain, N. C., Regional Consultant in 
Pediatrics to New York State Department 
of Health. 

. D. Lesesne Smith, M.D., Saluda, N. C.~ Direc- 

tor Infants’ and Children’s Sanitarium, Sa- 

luda, N. C 

. C. V. Akin, U. S. Public Health Service (De- 

tailed by Surgeon-General). 

. Philip Barbour, A.M., M.D., F.A.C.P., Pro- 

fessor of Diseases of Children, University of 

Louisville. 

. Lewis W. Elias, M.D., Visiting Pediatrician 

to Merrimoth Hospital, Asheville, N. C. 

. W. L. Funkhouser, M.D., F.A.C.P., Atlanta, 
Ga., Professor of Medicine (Pediatrics), 

. Emory University. 

. E. A. Hines, M.D., Secretary of the — 
Carolina Medical A iation Ss. 

Francis B. Johnson, M.D., Charleston, C., 

Director Clinical Laboratory, Roper Hospital. 

. R. M. Pollitzer, M.D., Charleston, S. C., Pro- 

fessor of Pediatrics, Medical College of South 

Carolina. 

. Lawrence T. Royster, M.D., Charlottesville, 

Va., Professor of Pediatrics, Medical College 

of University of Virginia. 

. Ross Snyder, M.D., Birmingham, Ala., Pro- 

fessor of Pediatrics, Post-Graduate Depart- 

ment, University of Alabama. 


Dr. 


Dr. 


LaBruce Ward, M.D., Visiting Pediatrician 
to Beallmont Hospital, Asheville, N. C. 
Owen H. Wilson, M.D., Nashville, Tenn., 
Professor of Pediatrics, Medical College of 
Vanderbilt University. 


. Wm. Weston, M.D., Pediatrician to Columbia 


Hospital, Columbia, S. C 


. S. H. Welch, M.D., Birmingham, Ala. 
. J. B. Greene, A.M., M.D., Asheville, N. C., 


Lecturer in Oto-Laryngology. 


. Oliver W. Hill, M.D., Knoxville, Tenn. 
. Allen Jervey, M.D., Tryon, N. C., Lecturer 


in Children’s Surgery. 


. Edwin King, M.D., Asheville, N. C., formerly 


Assistant Instructor in Orthopedics, Har- 


vard Medical School. 


. John D. MacRae, M.D., Asheville, N. C., 


Instructor in Radiography, U. S. Public 
Health Service Course, Asheville, N. C. 


. O. L. Miller, M.D., F.A.C.S., Director Ortho- 


pedic Hospital, Gastonia, N. C 


. Oren Moore, M.D., F.A.C.S., Charlotte, N.C., 


Lecturer in Prenatal care. 


L. G. Beall, M.D., Director Beallmont Sana- 
torium, Black Mountain, N. C. 


. Charles B. Bray, D.D.S., Children Dentistry 


a Specialty, Special Lecturer in Dentistry, 
Birmingham, Ala. 


J. A. Elliott, Charlotte, N. C., Lecturer in 
Dermatology. 


For further information apply to 


D. LESESNE SMITH, Registrar 
Infants’ and Children’s Sanitarium, Saluda, N. C. 


A. Mulherin, Dean, Frank Howard Richardson, Vice-Dean, 
Augusta, Ga. Black Mountain, N. C. 
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BEALLMONT PARK SANATORIUM 


Is an Institution devoted to the Care and Treat- 
ment of those suffering from nervous or mental 
exhaustion and in need of a complete rest, under 
the careful, scientific supervision of a physician. 
Of those overcome by the worries of business or 
social life and in need of a quiet spot where 
they can regain their confidence and mental 
Poise. 
Of those unable to adjust themselves to their sur- 
roundings, and in need of a home where they 
will be relieved of the annoyances and stress of 
modern life. 

Use is made of all natural curative agencies, 

including Rest, Diet, Baths, Massage and 

regulated Exercise. 

For further information, address 
LOUIS G. BEALL, Medical Director 

BLACK MOUNTAIN, N. C. 


DR. A. S. McBRIDE’S HOSPITAL 
GREENVILLE, TEXAS 


For the care and treatment of mental 
and nervous diseases. Selected cases of 
drug addicts and alcoholism. Has the 
unqualified endorsement of the medical 
profession of the county in which it is 
located. 

Ample facilities, retired location and 
beautiful surroundings. Every opportu- 
nity for out-door exercise. 


A. S. McBRIDE, M.D., 
Greenville, Texas 


THE PRICE SANATORIUM 


For Tuberculosis 
EL PASO, TEXAS 


A high-class, modern, new institution for 
the treatment of all forms of tuberculosis; 
all approved methods of treatment used. 
Dry mountain climate, altitude 4000 feet, 
rainfall 9.12 inches; 335 sunshiny days, 
average humidity .40. 

Rates $20.00 to $30.00 per week. Booklet 
on request. 

Address 


E. D. PRICE, M.D., 


Medical Director, 
204 Roberts Banner Building 


MISS QUINN’S NURSING HOME 


FOR PATIENTS WHO REQUIRE 


REST AND PRECISION IN DIET 


930 South 20th St. 
BIRMINGHAM, ALA. 


In connection with offices of Dr. James S. McLester. 


~ 
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he Resort Hotel of the Highest 
Type that Gives Ethical and 
Scientific Care to Children 


MAYVIEW MANOR 
BLOWING ROCK, N.C. 


Announces the second season of its children’s department, under 
the direction of a corps of 


TRAINED DIETITIANS AND NURSES 


Mayview Manor is on the crest of the 
Blue Ridge, Elevation 4,500 feet. Sea- 
son May 20th to October 15th. 
Physicians to families having chil- 
dren, may confidently recommend 
this popular, high-class resort. The 
diet and living condition of every 
child is given individual attention. 
Holstein milk from our own herd. 
Fresh vegetables, fowl and other food 
supplies from nearby farms, all care- 
fully selected, cooked and served by 
trained dietitians. 


Instructions from family physicians 
are carried out in detail and reports 
made directly to the home doctor 
While, for obvious reasons, the names 
of our consulting Pediatricians may 
not appear in an advertisement, 
these names will be furnished on re- 
quest. There is also a house physi- 
cian of Metropolitan experience, who 
may be consulted, if desired. 


Mayview Manor is almost an open-air 
hotel, with every modern conven- 
ience. Rooms with outside sleeping 
porches and private verandas, if de- 
sired. The summer climate is moder- 
ate—average daily mean temperature 
from June to September, 72 degrees. 


With this medically-directed depart- 
ment of Pediatrics, Mayview Manor 
presents a double service—specialized 
care for children, plus a carefree 
social life for the parents. With the 
pleasures of 


Golf, Riding, Motoring, Tennis, 
Dancing, Trapshooting 


and frequent social entertainments, 
the association with cultured people 
oa desired—complete and perfect 
rest. 


Write for terms, booklets and eeiietel 
information. 


TS 


Address GEORGE F. ADAMS, Manager, 
Mayview Manor, Blowing Rock, North Carolina 


SOUTHERN MEDICAL JOURNAL 


McGUIRE 
CLINIC 


ST. LUKE’S HOSPITAL 


1000 West Grace Street 


Richmond, Va. 


Staff 


Stuart McGuire, General Surgery S. W. 
W. Lownpes Pepte, M.D......Surgery and Gynecology Gray, M.D ves 
W. T. Granam, M.D................ Surgery Joun B. Wiuams, Surgery 
GaRNETT NELSON, M.D...................-.-++ Internal Medicine Gyy R. Harrison, D.D.S Oral Surgery 
Hunter H. McGuire, M.D Internal Medici Vircinius Harrison, M.D Obstetrics 


Bupp, M.D....... Pathology and Radium ‘Therapy 


R + 


Mount Regis Sanatorium 
SALEM VIRGINIA 


Twixt the Alleghany and Blue Ridge Mountains of Virginia 
A modern, thoroughly equipped, private institution for the treatment of early and moderately advanced tuberculosis. 
Complete Laboratory Equipment, X-Ray, Alpine Sun Lamp, Artificial Pneumothorax. Physicians in constant 
attendance. Training School for Nurses with affiliation with general hospital. 


EVERETT E. WATSON, = tate in Charge. E. W. PAGE, Business Manager. 
ALBERT E. HOLMES, M.D., Associate Physician. 


Descriptive booklet on request. 


14 May 1925 
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STUART CIRCLE HOSPITAL, 5 Ricimond, Va 


STAFF 


neral Surgery: Obstetrics : 
Stuart N. Michaux, M.D. Greer Baughman, M.D. Alex G. Brown, Jr., M.D. Clifton M. Miller, M.D. 
Charles R. Robins, M.D. Ben H. Gray, M.D. Manfred Call, M.D. R. H. Wright, M.D. 


With consulting offices for the staff, laboratories, surgical and obstetrical operati rooms, equipment for the 
treatment of medical cases and a training school for nurses, the STUART CIRCLE HOSPITAL is a modern 


standardized hospital for private patients. 
CHARLOTTE PFEIFFER, R. N., Superintendent. 


Internal Medicine: ‘a Ophthalmology, Oto-Laryngology: 


Aeroplane view from the East. 


AMBLER HEIGHTS SANITARIUM 
ASHEVILLE, N. C. 


Conducted for incipient and convalescent cases. Rated by the Asheville Board of Health, equipment 100, 
methods 100, score 100. 

This institution embodies and includes every modern convenience, necessity, and equipment as found desir- 
able in thirty-five years’ experience in treating T. B. cases. 

Fifty patient beds—all nurses graduates—every modern convenience, including sleeping porches, heated dress- 

ing rooms, sun porches. Beds equipped with bed rests, call bells, bed — individual radio head piece, Thermos 
Icy Hot drinking water jugs, both square and adjustable bedside ‘tables, ete 

Write for booklet. Mention this pebitesibed: 


Mrs. Daisy D. Chalmers, R.N., Address: DRS. AMBLER & AMBLER, 
intendent Box 1080, Asheville, N. C. 


if 
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Curran Pope, M. D. 


THE POPE SANATORIUM 


LOUISVILLE, KY. 
A hospital devoted strictly to the scientific investigation, diagnosis and treatment of 


DISEASES OF THE NERVOUS SYSTEM AND INTERNAL MEDICINE 


Is equipped for diagnosis by all known and approved methods. Modern clinical laboratories for 
the examination and study of the blood, blood serum, blood chemistry, the gastric juice, biliary secre- 
tion by gall bladder drainage, feces, sputum, urine, body metabolism, spinal fluid and X-ray. 

Complete physiotherapeutic outfit. Hydrotherapy, in all its forms; manual and mechanical massage; 
static, galvanic, faradic, si idal, high fr y electricity and diathermy; high powered incan- 
descent, air and water cooled actinic lights; X-ray. Also all recognized dietetic, medicinal, seral, vac- 
cine, protein and other therapies. 

Sanitary plumbing, low pressure noiseless steam heat, electric light, electric fans, hot and cold 
running water in every room and all modern conveni Resident physician. Night nursing service. 

Offers superior advantages for the treatment of functional and organic nervous diseases, diseases of 
— stomach, intestines and colon; non-surgical pelvic diseases, chronic cases and general in- 
validism. 

This hospital is conducted in a manner that will meet the approval of physicians having a clientele 
of the better class. It does not receive alcoholic, morphine, drug addictions, tubercular or contagious 
diseases. Is not registered and does not take insane cases or any case requiring restraint. 

Physicians are urged to feel free to write for any information, addressing the physician-in-chief. 
This hospital maintains its own truck farm, dairy and poultry yards. 


Booklet on request 


THE POPE SANATORIUM 


(Incorporated) 
115 West Chestnut Street Established 1890 Louisville, Ky. 


POTTENGER SANATORIUM, Monrovia, Califomia 


For Diseases of the Lungs and Throat ‘ 


J. E. Pottenger, A.B., M.D., Asst. Med. 


F. M. Pottenger, A.M., M.D., LL.D., 
Director and Chief of Laboratory 


Med. Director 
Situated on the Southern slope of the Sierra Madre Mountains at an elevation of 1,000 feet. 
Winters delightful; summers cool and pleasant. Thoroughly equipped for the scientific 
treatment of tuberculosis. We have established, in connection with the Sanatorium, a clinic 
for the diagnosis and study of such non-tuberculous diseases as asthma, lung abscess and 
bronchiectasis. 
Address POTTENGER SANATORIUM, Monrovia, California, for Particulars. 
Los Angeles Office: 1045-7 Title Insurance Building, 5th and Spring Streets. 


ALBUQUERQUE SANATORIUM 


Located in the heart of the great Southwest, the Land of Sunshine. Average annual rain- 
fall 7 inches. Altitude moderate. Albuquerque is the largest city in New Mexico and is 
served by the main line of the Santa Fe. 

The open-air hygienic treatment of Tuberculosis is supplemented by artificial Pneumo- | 


thorax and X-Ray Therapy under the direction of a staff of 5 physicians specially trained 
in Internal Medicine. Special facilities for Sun Baths. 
Private sleeping-porches, baths, bungalows and modern fire-proof buildings. 


On request information will be given concerning accommodations available. 


W. A. GEKLER, M. D., Medical Director 
A. L. Hart, M. D. H. P. Rankin, M. D. B. J. Weigel, M. D. 
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CITY VIEW SANITARIUM 


(Established 1907) 


For MENTAL and NERVOUS DISEASES and ADDICTIONS 


Moved to its new location July 1, 1922. 

An entirely new plant has been erected. 
Separate buildings for men and women, ideally arranged and equipped with every facility for the comfort, care and 
treatment of the class of patients received. Situated in the midst of a fifty-acre tract, and surrounded by large 
grove and attractive lawns. Two resident physicians. Training school for nurses. 


References: The medical profession of Nashville. 
JOHN W. STEVENS, M.D., Physician-in-charge. 
R. F. D. No. 1 
NASHVILLE TENNESSEE 
On Murfreesboro Pike, one-half mile east of old location. 


BRAWNER’S SANITARIUM 


ATLANTA, GA. 


A modern neuropsychiatric hospital with special 
laboratory facilities for the study and treatment 
of early cases: Also a department for the treat- 
ment of drug and alcoholic addictions. 

The Sanitarium is located on the Marietta Elec- 
tric Car Line ten miles from the center of At- 
lanta, near Smyrna, Ga. The grounds comprise 80 
acres. The buildings are steam heated, electrically 
lighted, and many rooms have private baths. 

Address communications to Brawner’s Sani- 
tarium, Smyrna, Ga., or to the city office, 701-2 
Grant Bldg., Atlanta, Ga. 


Dr. Jas. N. Brawner, Medical Director. 
Dr. Albert F. Brawner, Resident Physician. 


ARLINGTON HEIGHTS SANITARIUM 


P. O. BOX 978, FORT WORTH, 


For Nervous Diseases and 
Selected Cases of Mental Die- 
eases 


(Incorporated under laws of 
Texas) 


BRUCE ALLISON, M. D. 
Superintendent 


JAS. D. BOZEMAN, M. D. 
Resident Physician 


DRS. W. L. ALLISON 


Consultants 
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VON ORMY COTTAGE SANATORIUM of 


W. R. GASTON, Manager F. C. COOL, Assistant Manager R. G. McCORKLE, M.D., Medical Director 


Ideally located near San Antonio, Texas. An institution that offers the proper care of tuberculous patients at mod- 
erate rates. For Booklet and other information please address the Manager. 


WALTER R. WALLACE, M.D. W. G. SOMERVILLE, M.D. 
SUPERINTENDENT x VISITING CONSULTANT 


WALLACE SANITARIUM 


MEMPHIS, TENN. 


(SUCCEEDING THE WALLACE-SOMERVILLE SANITARIUM) 
FOR THE TREATMENT OF 
DRUG ADDICTIONS, ALCOHOLISM, 
MENTAL AND NERVOUS DISEASES 
LOCATED IN THE EASTERN SUBURBS OF THE CITY 


SIXTEEN ACRES OF BEAUTIFUL GROUNDS 
ALL EQUIPMENT FOR CARE OF PATIENTS ADMITTED 
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CHESTNUT LODGE 


ROCKVILLE, MARYLAND 


Near Washington, D. C. Baltimore & Ohio Railroad and Electric Line from 
Washington 


This sanitarium under experienced management offers superior advantages for the 
treatment of patients suffering from Nervous and mild Mental Diseases, and for elderly 
persons needing skilled care and nursing; combining the equipment of a modern Psycho- 
pathic Hospital with the appointments of a refined home. The Hydrotherapy Department 
is complete in every detail, including the Nauheim Baths for Arteriosclerosis, Heart and 
Kidney Diseases. ; 

DR. E. L. BULLARD, Physician-in-Charge 
DR. DEXTER M. BULLARD, Assistant Physician 


THE WINYAH SANATORIUM 


OPERATED BY THE VON RUCK MEMORIAL SANATORIUM, Inc. 
Established in 1888 by Dr. Karl von Ruck 
ASHEVILLE, N. C. 


Medical Staff: Dr. R. E. Flack, Dr. Edw. W. Schoenheit, Dr. Louis Dienes. 


A modern and _ completely 
equipped institution for the 
treatment of tuberculosis. High- 
class accommodations. Strictly 
scientific methods. For particu- 
lars and rates write to 


WM. A. SCHOENHEIT, 
Business Manager. 
(Please mention this Journal) 


INGE-BONDURANT SANATORIUM 


Beautifully and conveniently located opposite Ryan Park 
and Internal Medicine Surgery 
Dr. E. D. Bondurant, Dr. E. S. Sledge Dr. F. M. Inge 
A private general hospital. Specially equipped for and adapted to the diagnostics and treat- 
ment of neuropsychiatric and internal medical conditions. Adequate facilities for surgical 
and obstetrical cases. Complete radiologic, clinical pathologic, physiotherapy and dietetic 
departments. Troublesome insane or otherwise objectionable patients not received. 


W. H. THOMPSON, Radiologist and Pathologist . MRS. A. M. NABORS, Dietitian 
STANDARD TRAINING SCHOOL FOR NURSES MISS MINNIE KRUGER, R.N., SUPERINTENDENT 
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Yarbrough’s Dietetic Sanatorium 
21 South, Jackson St. 
MONTGOMERY, ALABAMA 


CHRONIC DISEASES ONLY 


Chronic Dysentery Chronic Diarrhoea Nervous Indigestion Gastric Ulcer 
“Bright’s Disease” High Blood Pressure Chronic Rheumatism 
Hay Fever Sufferers Specially Desired 
Pellagrins in Separate Building. No Infectious Cases Accepted. 
Adequate Night Nursing Staff Maintained. Rate Reasonable. 
Highest Elevation in the City, Above Noise or Traffic. Two Blocks East of Capitol. 


WM. RAY GRIFFIN, M.D. M. A. GRIFFIN, M.D. 


APPALACHIAN HALL 


ASHEVILLE, N. C. 


For the Treatment of Nervous Diseases 


Located in a beautiful park of twenty-five acres, in one of the famous all- 
the-year-round health resorts of the world, where climate, air, water and scenery 
are unsurpassed. Five separate buildings, thoroughly modern, afford ample 
facilities for the classification and separation of patients. 


Treatment is limited to Nervous and Mental Diseases, Selected Cases of 
Alcoholic and Drug Habituation. 


Hydro-therapy, Electro-therapy, Occupational-therapy and Massage exten- 
sively used. The two physicians in charge reside in the Institution and devote 
their entire time to the care and treatment of the patients. 


For information and booklet write Drs. Griffin and Griffin. 
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LYNNHURST SANITARIUM 


FOR NERVOUS DISEASES AND MILD MENTAL DISORDERS 


Situated in the suburbs of Memphis in a natural park comprising 28 acres of beautiful woodland and 
ornamental shrubbery. Modern and approved methods in construction and equipment. Sanitary plumb- 
ing, low-pressure steam heat, electric light, fire protection and an abundance of pure water. The ele- 
gance and comforts of a well appointed home. Rooms single or en suite with private bath. Facilities 
for giving Hydrotherapy, Electrotherapy, Massage, Physical Culture and Rest Treatment. Experienced 
nurses and house Physician. An improved treatment for Opium-Morphin Addiction. 


rector Medical Department Ss. T. RUCKER, M. D., Di 
Memphis, Tenn. Bell Teleph Cc tions 


KENILWORTH SANITARIUM ‘ 


(Established 1905) ta 
KENILWORTH, ILLINOIS 
Cc. & N. W. Railway, 6 miles North of Chicago 
Built and ipped for the treat: t of nervous : 
and mental diseases. Approved diagnostic and jf 
therapeutic methods. An adequate night nursing 
service maintained. Sound-proofed rooms with 
forced ventilation. Elegant appointments. Bath 
rooms en suite, steam heating, electric elevator, 
electric lighting. 
Resident Medical Staff: 
SHERMAN BROWN, M. D. 
MABLE HOILAND, M. D. 
SANGER BROWN, M. D. 
Consultation by appointment only 
All correspondence should be addressed to 
Kenilworth Sanitarium, Kenilworth, Il. 


HOLY CROSS SANATORIUM FOR TUBERCULOSIS 


DEMING, NEW 


i. ee equipped Sanatorium for the Scientific Treatment of all forms of Tuberculosis and Diseases . 
Chest. 

Moderate climatic conditions and an altitude of 4330 feet make it ideal for the tuberculosis patient. 
Individual rooms (with or without private bath). Private sleeping porches of the most approved design. 
Garden, dairy and poultry yard in connection with the institution. 

Direction of Sisters and Physicians especially trained in the care of tuberculosis. 

Rates, $25 to $50 a week, include room, board, general nursing and medical care. Wards $14 to $20. 
For further information address : 


SISTER SUPERIOR or W. H. CRYER, M. D., Medical Director. 
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WAUKESHA SPRINGS SANITARIUM 


For the Care and Treatment of 


NERVOUS DISEASES 
Building Absolutely Fireproof 
BYRON M. CAPLES, M.D., 

Medical Director 


FLOYD W. APLIN, M.D. 
L. H. PRINCE, M.D. 


Waukesha, - : - Wisconsin 


THE 
MARTIN 
CLINIC 


Dugan-Stuart Bldg. 


HOT SPRINGS, ARK. Nashville 
DR. E. A. PURDUM Private Maternity Hospital 
Chief of Staff i 
For the care and protection of unfortunate young 
DR. W. G. KLUGH women. Adoption of babies arranged. Ethical super- 
DR. W. F. PORTER sini NASHVILLE, TENN. 
DR. P. Z. BROWNE 1230 Gecond Avenne South 
DR. C. W. JENNINGS 
W. J. FORD 
Roentgenology 
C W. ABEL 


Clinical Pathology 


OXFORD RETREAT 


OXFORD, OHIO 


Nervous and Mental Diseases 
Alcohol and Drug Addictions 
FOR MEN AND WOMEN 


96 Acre Lawn and Forest, Buildings Modern and 
First Class in all Appointments. ead 
uipped. Of Easy Acces 
on C. H. & D. R. 
0 Trains Daily. 


THE PINES : 
An Annex for Nervous Women 
Write for Descriptive Circular 


HARVEY COOK, M.D., Physician-in-Chief 
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THE SEALE HARRIS MEDICAL CLINIC 


For the Diagnosis and Treatment of Diseases of the Stomach, Intes- 
tines, Liver and Pancreas; Diabetes and Other Metabolic Disorders. 


A distinctive feature is the ef- 
fort to teach personal hygiene, 
particularly the diet, suited to 
the needs of each individual 
patient. 


DR. SEALE HARRIS, 
Director 


DR. J. P. CHAPMAN, 
Associate Director 


DR. W. S. GEDDES, 
Director Clinical Laboratories 


Dietetic Infirmary, Highland Ave. and Sycamore St. Offices and Laboratories 
Dietetic Infirmary Annex, Highland Ave. and 27th St. 804-810 Empire Bidg. 
BIRMINGHAM, ALABAMA. 


THE TUCKER SANATORIUM, Inc. 


Madison and Franklin Streets 
RICHMOND, VIRGINIA 


This is the Private Sanatorium for the Neurological Practice of Drs. Beverlev 
R. Tucker and R. Finley Gayle 


The Tucker Sanatorium is for the treatment of nervous diseases. Insane and acute 
alcoholic cases are not taken. The Sanatorium is large and bright, surrounded by a lawn 
and shady walks and large verandas. It is situated in the best part of Richmond and is 
thoroughly and modernly equipped. There are departments for massage, medicinal exercises, 
hydrotherapy, occupation and electricity. The nurses are especially trained in the care of 
nervous cases. 


SAINT ALBANS SANATORIUM 


RADFORD, VA. 7 


MEDICAL STAFF: 


J. C. King, M.D. 
John J. Giesen, M.D. 

A modern, ethical Institution, fully 
equipped for the diagnosis, care and 
treatment of medical, neurological, mild 
mental and addiction cases. Ideal lo- 
cation, 2000 feet above sea level. Rates 
reasonable. Railway facilities excellent. 
Write for full details. 
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Westbrook Sanatorium, Richmond, Virginia 


THROUGH THE MEDICAL STAFF, 


DOCTORS JAS. K. HALL, P. V. ANDERSON AND E. M. GAYLE 


WISHES TO ANNOUNCE TO THE PROFESSION THE OPENING 
OF AN ADDITION TO THE INSTITUTION OF TWO BRICK BUILD- 
INGS—ONE FOR MEN AND ANOTHER FOR WOMEN. 


HR PLANT now consists of nine separate buildings situated in the midst of grounds which 
embrace eighty-five acres. The lawn is large and beautifully shaded; there are private 
_ _ Walks and drives, and the institution affords the quietness and serenity of the country 
within sight of the city. ig 
Rooms may be had single or ensuite, with or without private baths. Small cottages, suitable 
for one patient, are also available. 
Treatment is limited to Nervous Disorders, Mild Mental Affections, and to Alcoholic and Drug 
Habituation. Nurses and attendants are trained for this special work and the Sanatorium fur- 
nishes every facility for the rational treatment of such patients. 
Life in the out-of-doors, combined with properly selected work for each patient, constitutes an 
important therapeutic measure. 


The three physicians live at the Sanatorium and devote their entire attention to the patients. 


BOOKLET UPON REQUEST 


DR. MOODY’S SANITARIUM 


SAN ANTONIO, TEXAS 


For Nervous and Mental Diseases, Drug and Alcohol Addictions 
and Nervous Invalids Needing Rest and Recuperation. 


Established 1903. Strictly ethical. Location delightful summer and win- 
ter. Approved diagnostic and therapeutic methods. Modern clinical lab- 
oratory. Seven buildings, each with separate lawns, each featuring a 
small separate sanitarium, affording wholesome restfulness and recrea- 
tion, in doors and out doors, tactful nursing and homelike comforts. Bath 
rooms en suite, 100 rooms, large galleries, modern equipments, 15 acres, 
350 shade trees, cement walks, playgrounds. Surrounded by beautiful 
park, Government Post grounds and Country Club. 


T. L. MOODY, M.D., J. A. McINTOSH, 
Supt. and Res. Physician. Res. Physician. 
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DR. FARMER’S 
SANATORIUM 


FOR THE TREATMENT 
OF TUBERCULOSIS. 


MODERATE RATES 


Personal Attention of 


DR. W. C. FARMER, 
Medical Director, 


402 Gibbs Building, 
San Antonio, Texas. 


THE OFFICER SANATORIUM 


For Diseases of the Lungs and Throat 
and Tuberculosis in all forms 


Sanatorium situated in a pine forest 1900 
feet above the sea level on the Cumberland 
Plateau where we have mild winters and 
cool, delightful summers. We have no ma- 
laria or mosquitoes. New buildings and 
reasonable rates. 

Address 


DR. W. C. OFFICER, Medical Director, 
Monterey, Tenn. 


The Thompson Sanatorium 


For the treatment and education of tubercu- 
lous patients. Seventy-five miles northwest of 
and twelve hundred feet higher than San An- 
tonio. Mild winters, cool breezy summers. Hos- 
pital Building and Hollow Tile Cottages with 
modern conveniences. Beautiful mountain 
scenery. Prices moderate. Trained nurses. 


SAM E. THOMPSON, M.D. 


Superintendent and Medical Director 
. ¥. SWAYZE, M.D. 
Associate Medical Director 
KERRVILLE, TEXAS 


Hospital For General Diagnosis 
and Nervous Diseases 


“NORWAYS” 


1820 E. 10th Street, Indianapolis, Ind. 


An institution devoted to the Research, Study and 
Diagnosis of all problems in Medicine and Surgery, 
especially of conditions involving the Nervous Sys- 
tem. All newer methods of Diagnosis, particularly 
the Chemistry of the blood, spinal fluid, secretions 
and excretions of the body are employed. The im- 
portance of body metabolism and its relation to 
conditions is emphasized. 


The co-operation of physicians is invited. It is the 
policy of this Hospital to return patients to their 
home and family physician for treatment, at the 
earliest possible moment, after a diagnosis is made. 
Only at the request of the patient’s physician will 
any case be kept in the Hospital beyond the neces- 
sary period of observation. 


é complete staff of skilled specialists in co-opera- 
ion. 
For further particulars regarding rates, etc., write 


DR. ALBERT E. STERNE or 
DR. LARUE D. CARTER 


“Norway” Hospital for General Diagnosis 
and Nervous Diseases. 


THE TORBETT SANATORIUM AND 
DIAGNOSTIC CLINICS 


With The Majestic 
Hotel and Bath 
House and The 
Bethesda Bath 
House 


Three thoroughly modern institutions under the same 
roof. All recognized methods of physio-therapy, die- 
tetics, x-ray, and laboratory are utilized. A graduate 
experienced physician in charge of each department, 
aided by trained nurses and assistants. Water sim- 
ilar in composition and properties to the famous 
Carlsbad. We also have a chartered Nurses’ Train- 
ing School emphasizing Physiotherapy. 
Staff 
J. W. Torbett, B.S., M.D., Supt., Diagnosis and In- 
ternal Medicine. 
O. Torbett, Ph.G., M.D., Asst. Supt., Diagnosis and 
Internal Medicine. 
Edgar P. Hutchings, M.D., Eye, Ear, Nose and Throat. 
J. B. White, Ph.C., M.D., Urology and Syphilology. 
F. A. York, M.D., Roentgenology and Gastro-Enter- 


ology. 

Howard Smith, M.D., Physician and Surgeon. 

Emma Beck, M.D., Pathology. 

8S. P. Rice, "M.D., "Obstetrics and General Practice. 

L. P. Robertson, D.D.S. 

H. H. Robertson, D.D.S. 

Miss Sara Kirvin, R.N., Supt. of Nurses 

Miss 7. Valigura, Supt. Surgical Dept. and Physio- 
erapy. 


For further information write for folder to 
TORBETT SANATORIUM, MARLIN, TEXAS 
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The Cincinnati Sanitarium 
Inc. 1873 
For Mental and Nervous Diseases. 
A strictly modern hospital fully 
equipped for the scientific treat- 
f ment of nervous and mental affec- 
tions. Situation retired and acces- 
sible. For details write for descrip- 
tive pamphlet. 


F. W. Langdon, M.D., 
Robert Ingram, M.D., 
Visiting Consultants 
H. P. Business D. A. Johnston, M.D., 


“REST COTTAGE?” College Hill, Cincinnati, Ohio 


For purely. 
nervous cases, 
nutritional er- 
rors and con- 
valescents. 


Completely 
equipped for hy- 
drotherapy, 
massages, etc. 


Cuisine to 
meet individual 
needs. 


F. W. Langdon, 

Robert Ingram, 
Visiting 
Consultants. 


D. A. Johnston, 
M.D., Medical 
Director. 


H. P. Collins, 
Bus. Mgr., 
No. 4, Colleg 
Hill, 
nati, Ohio. 
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DR. HAIRSTON’S 
HOSPITAL 


Meridian, Miss. 


A standard hospital 
including radium and 
x-ray therapy. 


DR. S. H. HAIRSTON 


Surgeon in Charge. 


South Mississippi 
Infirmary 


Established 1901 
Standardized 


GENERAL HOSPITAL 


RADIUM AND X-RAY CLINIC 


W. W. CRAWFORD, M.D. 
Surgeon-in-Chief 


HATTIESBURG, MISSISSIPPI 


X-RAY AND CLINICAL 
LABORATORIES 


Radium and Deep 
X-Ray Therapy 
Dermatology 


DRS. 
MARCHBANKS & CROWELL 


527-535 Volunteer Bldg., 
CHATTANOOGA, TENNESSEE 


St. Elizabeth’s Hospital 
RICHMOND, VA. 


Staff 


J. Shelton Horsley, M.D., 

Surgery and Gynecology 
J. S. Horsley, Jr., M.D., , 

Surgery and Gynecology 
Wm. H. Higgins, M.D., Internal Medicine 
O. O. Ashworth, M.D., Internal Medicine 
Austin I. Dodson, M.D., Urology 
Fred M. Hodges, M.D., Roentgenology 
Helen Lorraine, Medical Illustration 
Thos. W. Wood, D.D.S., Dental Surgery 


Administration 
NO Pate Business Manager 
SCHOOL FOR NURSES 


All applicants must be graduates of 
a high school or must have equivalent 
education. 


Address 
GRACE ADELAIDE RIDDELL, R.N., 
Superintendent of Hospital and 
Princ’pal of Training School. 
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Florida Sanitarium and Hospital 

Orlando, Florida 
One of the forty like institutions conducted 
by Seventh-day Adventists. Service scien- 
tific and efficient. Equipment modern. Lo- 
cation ideal—overlooking beautiful lake. 
Climate delightful, cool in summer, warm 
in winter. 

Tuberculous and contagious diseases 
barred. Battle Creek methods. Laboratory 
facilities efficient. X-Ray, actinic ray, elec- 
tricity in its various forms, hydrotherapy 
and massage. Rates moderate. For infor- 
mation and booklet write 

DR. L. L. ANDREWS, 
Medical Superintendent. 


DRS. KEITH & KEITH 


746 Francis Bldg. Louisville, Ky. 


Modern equipped X-Ray Laboratories 
at 
Office and Hospitals for 
Diagnosis and Therapy 


An ample supply of Radium 


for the treatment of superficial and deep 
lesions in which radium is indicated. 


J. PAUL KEITH D. Y. KEITH 


RADIUM THERAPY 


in connection with 


NEWELL & NEWELL 


Sanitarium 


705-707 Walnut St., Chattanooga, Tenn. 


An ample supply of Radium for the treat- 
ment of all conditions in which Radium is 
indicated. 


SANITARIUM STAFF 


E. T. Newell, B.S., M.D. 

E. D. Newell, B.S., M.D. 
J. Marsh Frere, M.D. 

E. R. Campbell, B.S., M.D. 
J. J. Armstrong, B.S., M.D. 
W. H. York, B.A., M.D. 

J. S. Bobo, M.D. 


RADIUM AND X-RAY 
LABORATORY 


in Connection With 


DRS. GAMBLE BROS., 
MONTGOMERY & CO. 


Greenville, Miss. 


A thoroughly equipped X-Ray Labo- 
ratory and an ample supply of Ra- 
dium for the treatment of all condi- 
tions in which Radium is indicated. 


Address all communications to 
DR. ROBT. C. FINLAY, Director, 
Greenville, Miss. 
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ical opportunities of St. Louis. 


SAINT LOUIS CLINICS 


sented. A bulletin is issued daily, listing all important clinics. 
nished free of charge to visiting physicians. Special courses are arranged 
from time to time. For further information address, 


SAINT LOUIS CLINICS 


This organization makes available to visiting physicians the vast clin- 
All the specialities of medicine are repre- 


It is fur- 


3525 Pine Street, St. Louis, Mo. 


WASHINGTON RADIUM AND X-RAY LABORATORY 


1610 20TH STREET NORTHWEST 
WASHINGTON, D. C. 
Phone North 6687-3457 


C. AUGUSTUS SIMPSON, M.D. 
DERMATOLOGY 
RADIUM AND X-RAY THERAPY 


Radium in sufficient quantity to treat any form of malignancy at our disposal. Massive 
X-ray Therapy. Fulguration. Kromayer and Alpine lamps in skin lesions. 


POST GRADUATE COURSES 
In All Branches For 
PHYSICIANS AND 

SURGEONS 


LABORATORY AND X-RAY 
TRAINING FOR PHYSICIANS 
AND TECHNICIANS 


Graded Courses in 
EYE, EAR, NOSE AND 
THROAT 


For Further Information Address 


POST GRADUATE HOSPITAL 
AND MEDICAL SCHOOL 


2400 S. Dearborn St. Chicago, Illinois. 


‘pitals in 11 states. 


THE JEFFERSON MEDICAL COL- 
LEGE OF PHILADELPHIA 


One Hundred and First Annual Session Be- 
gins September 23, 1925, and 
Ends June 4, 1926. 


FOUNDED 1825. A chartered University since 
1838. Graduates number 14,483, about 6,000 of whom 
are active in medical work in every State, and many 
foreign countries. 

FACILITIES: Well equipped laboratories; separate 
Anatomical Institute; teaching museums; free libra- 
ries; unusual and superior clinical opportunities in 
the Jefferson Hospital, Jefferson Maternity, and De- 
partment for Diseases of the Chest. A sixteen-story 
addition to the Jefferson College Hospital, centain- 
ing the new Clinical Amphitheater, the Maternity 
Department and the new Clinical Laboratories was 
opened in November, 1924. These buildings are all 
owned and controlled by the College. Instruction 
privileges in six other hospitals. 

FACULTY: Eminent. medical men of national rep- 
utation and unusual teaching ability. 

ADMISSION: Not less than two college years lead- 
ing to a degree in science or art, including specified 
science and language courses. Preference is given 
to those who have completed additional work. 


APPLICATIONS should be made’ early. 


HOSPITAL APPOINTMENTS: Class of 
1925 received 142 appointments in 54 hos- 


ROSS V. PATTERSON, M.D., Dean. 
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Glenwood Park Sanitari 
enwoo ar anl UM), North Carolina 
SUCCEEDING TELFAIR SANITARIUM 

The Glenwood Park Sanitarium is ideally located in a quiet suburb of Greensboro, having all the 
advantages of the city, yet sufficiently isolated to enable our patients to enjoy restful quietude and 
entire freedom from the noise and distraction incident to city life. 

CLASS OF PATIENTS—Those who need help to overcome the bondage of habit. Rest from over- 
work, study or care. Diversions for the depressed and disquiet mind—and such as are suffering from 
any disease of the nervous system. The treatment consists of the gradual breaking up of injurious 
habits, and the restoration to normal conditions by the use of regular and wholesome diet, pure air, 
ns and exercise, with such other remedies as are calculated to assist nature in the work of 
restoration. 

Special attention is given to the use of electricity. Twenty years’ experience has proven it in- 
valuable in cases of nervous prostration, incipient paralysis, insomnia, the opium and whiskey habits, 
and those nervous affections due to uterine or ovarian disorders. 

For further particulars and terms, address vv’. C. ASHWORTH, M.D., Superintendent. 

HERMAN KNAPP MEMORIAL EYE HOSPITAL ° * 
ee a The New York Skin and Cancer Hospital 
A six months course is open to qualified en SPECIAL POST GRADUATE INSTRUCTION 
practitioners. The first three months are devo to . 
all-day instruction in the following subjects: in 
1. Daily Clinics in Dis- 6. External Diseases of caer as eee 
pensary the Eye ‘ 1—Hospital and Dispensary instruction, diagnosis 
2. Refraction 7. Physiological Optics and treatment of diseases of the skin. 
‘ 8. Operative Surgery 2—Instruction in syphilis—diagnosis, laboratory 
8. Ophthalmological 9. Pathology ‘work and treatment. 

Quiz : 10. Ophthalmological 3—Instruction in X-ray Therapy. 

4. Muscular Anomalies _Neurology 4—Laboratory instruction in the pathology of 
5. Ophthalmoscopy 11. Diagnosis skin diseases and new growths, including 
During the second three months practical instruc- clinical methods for the dmonstration of 
tion is given in the Hospital and Clinic. A new the commoner parasites. 

course starts October, January, April and July. A 5—Hospital and dispensary instruction in the 
vacancy on the house staff will occur January 1, 1926. surgical treatment of cancer. 

DR. GERALD H. GROUT, Secretary Apply to Superintendent 
500 West 57th St., New York City, N. Y. 301 E. Nineteenth Street, NEW YORK CITY 

UNIVERSITY OF MARYLAND, SCHOOL OF MEDICINE 


AND 


COLLEGE OF PHYSICIANS AND SURGEONS 


Requirements for Admission—Two years of college work, including English, Chemistry, 
Biology and Physics, in addition to an approved four year high school course. 

Facilities for Teaching—Abundant laboratory space for equipment. Two large general 
hospitals absolutely controlled by the faculty and several hospitals devoted to specialties, in 
which clinical teaching is done. 

The next regular session will open October 1, 1924. 

For catalogue apply to J. M. H. Rowland, M.D., Dean, N. E. Cor. Lombard and Greene Sts. 

Baltimore, Md. 
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WATAUGA SANITARIUM | | Medical College of Virginia 


, UNIVERSITY COLLEGE OF MEDICINE 
Ridgetop, Tenn. MEDICAL COLLEGE OF VIRGINIA 
(Consolidatd) 


Cottage sanitarium for the treat- 
Medicine-Dentistry-Pharmacy 


Location ideal, elevation 1000 feet. 
New college building, completely equipped and 


e ° Hospital facilitis furnsh 400 clinica eds; indi- 
Illustrated booklet on application. vidual instruction; experiencd faculty; practical 
, curriculum. For catalogue of information address 

DR. W. S. RUDE, Medical Director J. P. McCAULEY, Secretary 
1140 E. Clay Street Richmosnd, Virginia 


Courses for Physicians 


Rnive r. nity Regular Graduate Medical Courses of One to Three Years’ Duration, Leading to Appropriate 
Certificates or Graduate Medical Degrees in the following separately organized and conducted 

Clinical and Medical Science Departments: 
eo Internal Medicine, Pediatrics, Neuropsychiatry, D tology-Syphi Radiology, Surgery, 

*Anatomy, *Physiology, *Pathology, *Bacteriology-Immunology, *Pharmacology. 

eee eee In every course the registration quota is limited. All of the stated Regular Courses begin 
annually in mid-October except in the cases of departments er ge by the ———. 


Graduate School wherein the courses begin whenever vacancy occurs in the quota. A 
more weeks, according to the department concerned. 
Me Certain briefer Special Courses subjects) are also available, as follows: 
of dirine Tuberculosis, Clinical and Sociologic; Cardiology, Gastroenterology; Protein Ly nay Para- 
sitology and Tropical Medicine; Distetes, Mellitus, Arterial Hypertension and Obesity; Electro- 


therapeutics; Infant Feeding; Intubation; Clinical Psychiatry; Clinical Dermatology; Neuro- 
anatomy and Neuropathology; Neurootology; Operative Surgery and Surgical Anatomy; Anes- 


Dir: -Chir giral thesia; Orthopedic Diagnosis; Operative Operations; Ovcular Peri- 
The Me “ ur metry; Ocular Musculature; Ocular Refraction; Laryngoscopy, mchoscopy and Esoph 

Ile copy; Otologic (cadaver) Operations; Otolaryngologic "operations; Clinical 
chemistry; Basal Metabolism. 


Address: Dean, Graduate School of Medicine, University of Pennsylvania, Philadelphia 


New York Post-Graduate 
Medical School and Hospital 


MEDICINE AND PEDIATRICS 
Courses begin the 1st of every month. 


For Particulars, write to 
THE DEAN, 306 East Twentieth Street, New York City. 
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Without the Stain 


MERCUROCHROME-220 SOLUBLE 


‘i (dibrom-oxymercuri-fluorescein) 
would be 
“Just Another Germicide” 


It is the STAIN that makes Mercurochrome distinctive and gives it special characteristics 
of definite clinical value. 


THE STAIN SHOWS WHERE AND HOW MUCH IS APPLIED 


THE STAIN PROVIDES DEMONSTRABLE PENETRATION INTO BODY TISSUES 
| THE STAIN FIXES THE GERMICIDE IN THE FIELD FOR AN EXTENDED PERIOD 
q Mercurochrome and Iodine both stain, but Mercurochrome does not burn, irritate or injure 
tissue. Mercurochrome has proved an extremely effective 


GENERAL ANTISEPTIC AND FIRST AID PROPHYLACTIC 
So Why Not 


Replace Iodine with Mercurochrome? 


Interesting literature on request. 


HYNSON, WESTCOTT & DUNNING 
BALTIMORE. 


Theory, study and observation in relation 
to the artificial feeding of infants support the 
principles that have kept Mellin’s Food conspicu- 
ously in the foreground eversince the earliest efforts 
to consider infants’ nutrition from a scientific basis. 


Mellin’s Food has proved itself over and over 
again as a most valuable aid to the physician in 
directing the preparation of nourishment for the 


baby deprived of human milk. 
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MEDICINE 


INTERNAL DISEASES, PEDIATRICS, NEUROLOGY, 


CERTAIN FACTORS RELATING TO THE 
ETIOLOGY OF GASTRIC AND DUO- 
DENAL ULCER*+ 


By Juttus FRIEDENWALD, M.D., 
and 


THEODORE H. Morrison, M.D., 
Baltimore, Md. 


Attention has been directed to the fact by 
Smithies and others that in the study of the eti- 
ology of ulcer, one cannot be content with view- 
ing this affection simply as a local disease lim- 
ited to the stomach and duodenum alone, but 
that some systemic disturbance may be largely 
accountable for the chronicity of the local mani- 
festations. 

The role played by infection as an important 
causative factor in the production of ulcer of 
the stomach and duodenum is so thoroughly 
established as to require but little further con- 
sideration. According to Rosenow! acute and 
chronic ulcer of the stomach and duodenum 
may be produced by means of intravenous in- 
jections of special strains of streptococci. Rose- 
now therefore maintains that the cause of this 
disease is in all probability a hematogenous in- 
fection produced by these organisms absorbed 
from some focus of infection. Beside the experi- 
mental evidence in favor of this statement there 
is the clinical fact of the close association be- 
tween infections of the gall bladder, appendix 
and gastric and duodenal ulcer. 


Notwithstanding all the evidence in favor of 


*From the Gastro-Enterological Clinic of the Department 
of Medicine, University of Maryland. 

tRead in Section on Gastro-Enterology, Southern Medical 
Association, Eighteenth Annual Meeting, New Orleans, La., 
Nov. 24-27, 1924. 


DIAGNOSTIC METHODS, ETC. 


infection as a causative factor of ulcer, it has 
not been by any means established that it is the 
sole cause. Smithies? and others have called 
attention to other causal factors entering into 
the production of this affection. According to 
Smithies of 522 cases of ulcer: 


No. of Per 

cases cent 
Infection was present in.................... 173 Ke 
Arteriosclerotic affections .................. 77 14.7 
Visceral hypertonia ........................--. 88 13.0 
Visceral Ry potomia 27 5.2 
Chronic anemia (chlorosis) ............ 61 11.3 
Syphilis 41 7.8 
Postoperative 27 Sa 
Industrial intoxication ...................... 22 4.2 

(occupational poisonings) 

Metabolic dysfunction ...................... 18 3.4 


(thyroid, suprarenal, pituitary) 
Traumatic 8 ES 
Smithies admits the incompleteness of his 
classification and we are also of the opinion, 
that at present a final classification is impos- 
sible. 


The role played by the nervous system in the 
development of ulcer has attracted considerable 
interest. It is conceded by many observers that 
this affection is, to a certain degree, at least in 
many instances a local manifestation of a sys- 
temic disorder produced by some disturbance of 
the nervous system. In relation to this factor, 
Kaufmann® has especially called attention to 
the psychic element as important in the develop- 
ment and treatment of peptic ulcer and advised 
elimination of harmful psychic influences in the 
prevention of recurrences. He points out that 
prolonged mental strain, shock and emotion ex- 
ert a prominent causative role in its develop- 
ment, and that the combined disorders of the 
endocrine function and of the autonomic nerv- 
ous system when provoked by psychic influ- 
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ences in individuals of a certain type, react 
particularly on the stomach and duodenum. At 
first this condition is noted as a simple pyloro- 
spasm associated with hyperacidity, which when 
prolonged may finally produce an erosion and 
then an ulcer. 

The role played by the nervous system in the 
production of pylorospasm and consequently of 
ulceration, has been demonstrated by the re- 
searches of Langley, Meyer, Gaskell and others 
in their studies of the vagus and sympathetic 
systems. It has been shown by these investi- 
gators that the involuntary nervous system sup- 
plies two sets of nerve fibers to every organ 
the one functioning as activator and _ the 
other as inhibitor nerves, the two combined ex- 
hibiting a regulating mechanism controlling the 
interactivity of both groups. In the first set 
we have the tonomic system as exemplified 
in the vagus, the stimulation of which results 
in the production of pylorospasm. In the second 
set we have the inhibitory fibers as found in the 
sympathetic system, stimulation of which in- 
hibits spasm. The evidence pointing to the 
presence of the opposing nerve influence can be 
easily demonstrated in rabbits, in which pyloro- 
spasm can be experimentally induced by stimu- 
lation of the vagus and inhibited by stimulation 
of the splanchnics. According to Rogers‘ the 
same phenomenon may be brought about even 
in a more prolonged and graphic manner by 
subcutaneous injection of certain extracts of the 
thyroid, parathyroids or pyloric mucosa into 
dogs. He was thus able to produce a marked 
increase both in the flow of the gastric secre- 
tion and in gastric motility, which could be in- 
hibited by means of an injection of atropin. Not 
only will atropin inhibit this reaction, but a 
similar effect may be brought about by the in- 
jection of an extract of the adrenal glands. He 
explains the latter reaction as due to a stimula- 
tion of the sympathetic by the extract of this 
gland. According to Rogers: 

“Tf the experimental animal is angered or excited, 
which is akin to worry in the human being, the gastric 
juice ceases to flow, due to the inhibitory influences 
carried to the stomach along the sympathetic. After a 
prolonged stimulation the sympathetic becomes par- 
tially or fully fatigued allowing the vagus full play, 
free of inhibition, in consequence of which hyperacidity, 
hypermotility, or pylorospasm is produced, which may 
be followed if this condition is much prolonged even 
by ulceration.” 

The cause of pylorospasm, and consequently 
of ulceration, is therefore, according to Rogers, 
a continuation of the original failure of the sym- 
pathetic. It is quite possible that infection may 


initiate a process of ulceration, but that the 
continuation is due to the nerve irritation. Under 
normal conditions the integrity of the double 
nerve supply is at hand, and any interference 
with this relationship will be manifested by a 
disturbance in nutrition, especially in an area 
in which anemia is most marked, and in which 
muscular contractions are greatest. On this 
account trophic changes may act as causative 
factors in the origin of certain ulcers. 

In addition to disturbances of the nervous 
system, dysfunction of the endocrine glands 
alone or together with this system, may play a 
part in the production of ulceration. When the 
function of these glands is interfered with 
changes in gastric secretion and motility are 
produced and even ulceration may follow. 
Cioffi> and Pende® first called attention to this 
fact, while Finzi’ experimentally was able to 
produce ulceration in animals by destroying the 
adrenal glands. This process could be overcome 
by the administration of adrenalin. By remov- 
ing the adrenals in cats, Elliott® was able to 
produce ulcerations in a certain proportion of 
instances. Friedman’s® experiments are of the 
greatest interest in regard to this question. Ac- 
cording to these observations, it is probable that 
the adrenals and parathyroids act cooperatively 
in the production of the initial lesion of ulcer, 
due to a functional relationship between the two 
glands. Friedman maintains that a functional 
endocrine disturbance occurs which finally may 
lead to actual pathological changes in the stom- 
ach; first as a spastic and then as an atonic 
affection of the musculature. The spastic state 
is produced by the deficiency of the parathyroid 
or epinephrin secretions or by excess of the 
thyroid secretion, while the atonic state is due to 
an increase of parathyroid or epinephrin or to a 
deficiency of the thyroid secretion. The an- 
tagonizing forces cause vascular changes lead- 
ing to ischemia and in consequence finally to a 
localized necrosis, which marks the initial stage 
of the acute ulcer. The acute ulcerations are 
converted into chronic forms by the irritation 
of the food or the corrosive effect of the free flow 
of hydrochloric acid. 

Of interest in connection with Friedman’s 
work is the publication of Mann! in which a 
chronic gastric ulcer was observed in a single 
case of Addison’s' disease, which came to au- 
topsy. Mann maintains that in the production 
of acute ulceration due to endocrine changes 
there must be some condition at hand rendering 
the gastric mucosa or its adjacent muscularis 
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more vulnerable and thus more susceptible to 
this affection. 

Carlson and Jacobson" also noted in their 
experiments on thyroidectomized dogs, the fre- 
quency with which anorexia, vomiting and diar- 
rhea followed this operation. At autopsy many 
hemorrhagic areas were observed in the mucosa 
and a number of rather superficial ulcerations. 

The etiologic relation of hyperchlorhydria to 
the production of ulceration has not yet been 
definitely determined. There can be no question 
that healing is apparently prevented in some in- 
stances by the action of the acid gastric juice. 
This fact has been demonstrated by Sippy in 
his method of treatment of ulcer, in that by in- 
stituting neutralization of the gastric juice by 
the continued administration of alkalies, the 
healing of peptic ulcers in many instances 
is established. Hardt and Dragstedt have 
demonstrated, that when’ peptic ulcers were pro- 
duced by streptococci according to Rosenow’s 
method without the presence of hyperacidity, 
delayed healing might be maintained in spite of 
the absence of the digestive activity of the gas- 
tric juice. Yet clinically hyperchlorhydria is 
usually observed in ulcer, as can readily be dem- 
onstrated by means of the Rehfuss method of 
fractional analysis. 

Again, if one takes the occasion to withdraw 
the contents of the stomach at the time the pain 
is at hand, one almost always finds in uncom- 
plicated cases of gastric ulcer an excess of free 
hydrochloric acid. If no free hydrochloric acid 
is observed one cannot help but be suspicious 
of some complication or the presence of some 
other disease. 

It may be quite possible, however, that the 
excess of gastric secretion may be purely a sec- 
ondary factor in the etiology of ulcer interfering 
without doubt in a marked degree with its heal- 
ing and that trauma from food or from other 
causes may at least in some instances be the 


‘primary cause. 


Trauma as a cause of ulceration may act 
either externally or internally on the stomach. 
As external causes we need only refer to the pro- 
duction of ulcers in shoemakers and tailors who, 
on account of their occupation and position, are 
subjected to pressure upon the abdomen; as 
well as the production of this condition in indi- 
viduals subjected to direct and severe blows upon 
the abdomen. 

_Internal traumatic causes are noted in indi- 
viduals who have been gormandizers and con- 
stantly consume large quantities of indigestible 
food. In the study of our ulcer cases a definite 
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history of trauma was elicited in 23 cases, in 10 of 
which there had been blows on the abdomen. A 
history of former indiscretions in diet was noted 
in 43.3 per cent but only in 12.9 per cent did 
the patient attribute his disease to some specific 
error in diet. A history of alcoholism was ob- 
tained in 21.4 per cent of cases. 

Anemia and chlorosis bear a definite etiologic 
relationship to ulcer in some instances. Whether 
the anemia is produced by a long continued 
hyperchlorhydria so commonly observed in these 
cases or whether it is due to occult bleeding 
which remains unrecognized is difficult to deter- 
mine. Yet there can be no question, that unless 
the anemia be definitely overcome, healing is im- 
possible. In 65 per cent of our cases anemia 
was present. 

Arteriosclerosis also plays a role in the pro- 
duction of ulcer, rarely, however, previous to 
middle life and old age. It occurred in 13 per 
cent of our cases, and in a special study of 300 
cases of the gastric disturbances of old age, there 
were 29 instances of ulceration, 9.6 per cent. In 
this form of ulceration an obliterative endarter- 
itis is ordinarily observed in the vessels of the 
stomach producing a definite ischemia in a cer- 
tain area, often a thrombo-angeitis of a branch 
of the gastric artery. A frequent cause of 
hemorrhage is found in these cases in the rup- 
ture of the miliary aneurisms in the small gas- 
tric arterioles. 

Syphilis as a cause of ulceration occurs as a 
tertiary lesion. It results either from degenera- 
tion of a gumma or from the destruction of a 
localized area of the stomach produced by end- 
arteritis. Ulcerations due to syphilis are not 
very common, and tumor formations and pyloric 
stenosis are also rare. The Wassermann test 
may ordinarily point to the true etiology, though 
in doubtful cases a provocative test may become 
essential to definitely clear up the diagnosis. On 
the other hand, the fact that a patient affected 
with ulceration may present a positive Wasser- 
mann reaction does not by any means indicate 
that the ulcer is necessarily of luetic origin. 

In our series of 200 cases of gastric and duo- 
denal ulcers the following causative factors 
were noted: 


Number Per 

of Cases Cent 
Infections 84 42 
Disturbances of the Nervous System........ 28 14 
Disturbances of the Endocrine System.... 8 4 
Hyperchlorhydria 17 8.5 
Anemia (chlorosis) 28 14 
Arteriosclerosis 4 26 13 
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REPORT OF A FEW ILLUSTRATIVE CASES 
Case I—Ulcer Definitely Produced by a Psychic Factor. 


M. B., a female, age 32 years, had always enjoyed 
good health until two years before seeking medical 
advice, when she began suffering with indigestion, im- 
mediately following the sudden and accidental death of 
her husband. The symptoms at first manifested were 
extreme nervousness, discomfort after meals, acid eruc- 
tations, nausea and vomiting. Within a week these 
symptoms became markedly aggravated and typical 
signs of ulceration were noted. There were present 
marked pains occurring two hours after meals, which 
were relieved by food and alkalies, acid eructations and 
manifestations of extreme nervousness in the form of 
restlessness, irritability, excitability and insomnia. 


A sudden large gastric hemorrhage followed by the 
passage of tar-colored stools confirmed the diagnosis 
of ulcer. The diagnosis was later further verified by 
means of an x-ray examination. An extremely careful 
physical examination revealed no further causative fac- 
tors; the etiologic factor in this instance being appar- 
ently purely psychic. 

Case II1—An Ulcer of Endocrine Origin. 

N. V., a female, age 53 years, while passing through 
the menopausal period developed gastric symptoms, 
which had been present for six months prior to her 
consultation with us. There was pain occurring three 
hours after meals, which was relieved by the ingestion 
of food, as well as by alkalies and two or three rather 
profuse tar-colored stools had been noted. Flushes of 
heat and dizziness were also frequent. A gastric analy- 
sis revealed a marked hyperacidity and an x-ray ex- 
amination definite signs of duodenal ulceration. On 
physical examination an epigastric tender area was 
noted, but no other abnormal findings were revealed. 
The patient was not entirely relieved by means of an 
ulcer treatment and a complete cure was not effected 
until corpus luteum had been administered for some 
time. 


Case I1]—Hyperacidity Prolonged Over a Period of 
Fifteen Years Terminating in Ulceration. 


K. W., a male, age 58 years, had enjoyed good health 
during his entire life with the exception of symptoms 
of hyperacidity in the form of heartburn and acid 
eructations, which would occur at times even under a 
restricted acid free diet. He had recently become 
affected with pain in the abdomen occurring one and 
one-half hours after meals, accompanied with symp- 
toms of hyperacidity, which were relieved by means of 
alkalies and by food. The symptoms gradually became 
more intense when, during the previous month the 
patient was awakened one night by a large gastric 
hemorrhage. A subsequent examination revealed no 
physical abnormalities except those relating to the 
digestion. The gastric secretion presented a marked 


hyperacidity, and the x-ray confirmed the diagnosis of | 


ulceration. It is quite possible that the prolonged 
hyperacidity extending over a period of fifteen years 
may have led to the ulceration. 


Case I1V.—Ulcer Due to External Trauma. 

J. S., a male, age 26 years, in good health, not com- 
plaining of indigestion of any form, was suddenly 
seized while at work immediately following a blow on 
the abdomen with acute pain in the epigastrium. The 
pain increased in severity during the following day, so 
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that he was forced to enter the hospital. An examina- 
tion revealed a marked muscle spasm in the epigastrium 
with exquisite tenderness in this area. The diagnosis 
of acute perforation was made and operation was ad- 
vised. On opening the abdomen .a perforation was 
noted in an acute duodenal ulcer. This region was 
drained and the patient made a rapid recovery from the 
effect of the operation. However, symptoms then 
developed due to the ulceration, especially in the form 
of pain appearing some hours after meals, which was 
relieved by food and alkalies. A gastric analysis re- 
vealed a hyperacidity and the x-ray an unhealed duo- 
denal ulcer. It is probable that inasmuch as the patient 
had had no symptoms of indigestion before the injury, 
the condition must have developed afterward, and the 
ulcer in this case was directly due to trauma. 


Case V.—Ulcer Due to Internal Trauma. 

T. O., a female, age 32 years, who had been an 
unusually heavy eater most of her life, but with a per- 
fect digestion, suddenly had an attack of acute abdom- 
inal pain, nausea, vomiting and diarrhea following an 
extremely indigestible meal. The acute condition sub- 
sided within 36 hours, but the patient continued to have 
indigestion, even under restricted dietetic regulations. 

When first examined two weeks after the acute attack 
the patient complained of pain following meals, and 
acid eructations, which were relieved by food. A 
thorough examination revealed a definite and exquis- 
itely painful epigastric area. The gastric secretions pre- 
sented a marked hyperacidity, and on X-ray examina- 
tion an ulcer at the pylorus was revealed. A Sippy 
ulcer cure brought about complete relief. In this in- 
stance the ulcer was apparently due to an indiscretion 
in food, for no other cause could be ascertained. : 


Case VI.—Ulcer Due to Chlorosis. 


A. C, a female, age 19 years, had been extremely 
anemic since her fourteenth year with the onset of her 
first menstrual period. The periods following were 
extremely irregular, appearing at intervals of two and 
three months, at times profuse, at others scant, accom- 
panied often with considerable dysmenorrhea. Until 
her eighteenth year there were no signs of indigestion; 
after which discomfort was manifested after meals. The 
patient complained of pain in the region of the stomach 
appearing two or three hours after meals, which was 
quite intense and only relieved by large doses of alkalies 
or food; acid eructations, marked, nausea, and at times 
vomiting. 

Physical examination revealed an extremely anemic 
girl weighing 85 pounds, with normal chest organs. The 
blood examination was as follows: 


Red blood cells, 4,800,000; white cells, 6,500; hemo- 
globin, 48 per cent. 


Differential count: 
Polymorphonuclears 
Small mononuclears 
Large mononuclears 
Eosinophiles 1 per cent 

Morphological examination negative, and red cells 

rather pale. 


The gastric analysis revealed a total acidity of 82, 
free Hcl 60; the urine was normal, and the stools con- 
tained no occult blood. An x-ray examination of the 
gastro-intestinal tract was negative except for a definite 
deformity of the duodenal cap with a marked hypet- 
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motility of the stomach. No further abnormalities 
were revealed. The diagnosis of ulcer with chlorosis 
was made and only after a prolonged ulcer cure during 
which hyperdermatic injections of the cacodylate of 
iron played an important role, was a cure effected. 


Case VII—Ulcer Due to Arteriosclerosis. 

K. R., a female, age 69 years, had enjoyed good 
health until a year and a half previously when she be- 
gan to complain of indigestion in the form of pain in 
the stomach following meals, heartburn and acid eruc- 
tation associated with dyspnea upon slight exertion, and 
headaches. These symptoms gradually became aggra- 
vated, and about 6 months before she suddenly vamited 
one quart of bloody material, following which for a 
week she passed tar-colored stools. With rest, the 
patient improved, but six weeks later a similar attack 
recurred, though the amount of blood vomited on this 
occasion was not so large as during the former spell. 
However, the stools remained tarry for four days. Since 
this time the patient had had two similar but slighter 
attacks. 

On physical examination the patient was found well 
nourished, with a florid complexion. The radials were 
hard, and the pulse full, but regular. Blood pressure 
was 195 and 125. The heart was enlarged; the second 
aortic sound accentuated, and no murmurs could be 
detected. The urine was of a low specific gravity and 
contained hyaline casts. The blood Wassermann was 
negative. 

The abdomen was soft, the liver and spleen were not 
palpable. There was a definite epigastric painful area. 

A gastric analysis one hour after an Ewald test meal 
revealed a total acidity of 62, free Hcl 45. The x-ray 
showed a definite pyloric ulcer. 

A diagnosis of ulcer due to arteriosclerosis was made 
from the close association of the history of ulcer, to- 
gether with the arteriosclerotic changes noted. Under 
a carefully regulated Sippy cure the symptoms of ulcer- 
ation disappeared. 


CONCLUSIONS 


(1) The etiology of gastric and duodenal 
ulcer is extremely complex and it is evident that 
there may be many causes contributing singly or 
in combination in the production of this affec- 
tion. 

(2) In order, therefore, to secure the best 
results both from medical and surgical treat- 
ment, it is important to determine, if possible, 
all causative factors. It is only in this way that 
a thorough eradication of the disease and a 
permanent cure can be expected. 
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DUODENAL ULCER SIMULATING THE 
GASTRIC CRISES OF TABES: RE- 
PORT OF FIVE CASES*} | 


By Georce B. EustEerman, M.D., 
Rochester, Minn. 


Despite voluminous and increasing literature, 
the subject of chronic peptic ulcer has a peren- 
nial interest for most of us. The chief purpose 
of this contribution is to call attention to a 
small group of duodenal and gastric ulcers, par- 
ticularly the former, which have such a bizarre 
syndrome that the real underlying cause may 
occasionally be overlooked or misinterpreted, 
and the patient submitted to all that a mis- 
taken diagnosis entails. 


Typical Syndrome and Differential Diagno- 
sis—The typical syndrome of uncomplicated 
ulcer as it obtains in an average of 70 to 80 
per cent of patients, the clinical variations that 
may exist between ulcers purely duodenal and 
gastric in location, the greater frequency of the 
former than the latter, the percentage of con- 
current ulcers in the stomach and duodenum, 
and the nature and average incidence of the 
commoner complications are matters of common 
knowledge. Other lesions and conditions which 
may mimic the clinical picture of ulcer are as 
well understood, but they may be briefly enum- 
erated here. In order of frequency, though not 
in importance perhaps, is the condition known 
as functional hyperacidity, with which for con- 
venience we might include hyperacid gastritis, a 
condition in which one of various causes may be 
operating. In the same classification we include 
nicotinism, especially in young adults, certain 
cases of achylia gastrica, general constitutional 
asthenia with gastroptosis, pylorospasm singly, 
or in combination with any of the foregoing 
conditions, chronic intestinal stasis with irri- 
table colon or cathartic colitis, and peritoneal 
tuberculosis of the chronic, dry, or hyperplastic 
type. The organic conditions which may pro- 
voke gastric disturbances that simulate the ulcer 
syndrome can be classified into two main 


*From the Section on Medicine, Mayo Clinic. 

fRead in Section on Gastro-Enterology, Southern Medical 
Association, Eighteenth Annual Meeting, New Orleans, 
La., Nov. 24-27, 1924. 
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groups: (1) carcinomatous gastric ulcer, medul- 
lary and scirrhous carcinoma in the early stage, 
gastric syphilis, benign pyloric tumor and hyper- 
trophied pylorus and the various forms of 
splenomegaly and hepatic cirrhosis when as- 
sociated with gastro-enteric hemorrhage; and 
(2) the chronic types of appendicitis, pancrea- 
titis and cholecystitis, especially the latter. 


Atypical Symptoms and, Causes of Ulcer.— 
The factors giving rise to the irregularities of 
symptoms of ulcer in patients of average intel- 
ligence are an associated psychoneurosis, coin- 
cident extragastric lesions, complications di- 
rectly associated with the ulcer itself, such as 
extensive perigastric adhesions, perforation, ob- 
struction, malignant degeneration and _hour- 
glass deformity. At times the initial or exclu- 
sive symptoms are those engendered by the 
complication itself, such as the vomiting of 
pyloric obstruction, isolated painful seizures of 
perforation, or recurrent gastro-enteric hemor- 
rhage without associated gastric disturbances or 
pain. Often an apparent irregular case history 
develops into a classical one, if the physician 
inquires chronologically into symptoms and 
signs during a typical day of trouble from the 
time a patient arises until, and after he re- 
tires. Such a careful anamnesis, supplemented 
by gastric analysis, and a skillfully conducted 
fluoroscopic examination and the roentgeno- 
gram, exclude or prove the presence of organic 
gastric disease in more than 90 per cent of 
cases. Re-examination at a later period, or 
hospitalization and diagnostic observation may 
be necessary in a small percentage before defi- 
nite conclusions can be reached. 


Syphilis and Its Relation to Gastric Disturb- 
ances.—Neurosyphilis in the form of tabes 
dorsalis is more often the cause of gastric dis- 
turbances in the form of gastric crises than is 
actual, organic, gastric syphilis. The latter is an 
extremely rare form of visceral syphilis, and 
when present, will give rise to irregular gastric 
disturbances simulating ulcer or cancer, de- 
pending somewhat on the location and extent of 
the lesion. From the standpoint of gastric secre- 
tory function and roentgen characteristics, gas- 
tric syphilis resembles gastric cancer most 
closely. Circumscribed syphilitic lesions are 
rare. A chronic duodenal or gastric ulcer may 
co-exist with tabes, with or without associated 
gastric crises. As a rule, there is no definite 
proof that such ulcers are syphilitic in origin. 
Crohn has emphasized the point that every case 
of gastric crisis in which hemorrhage takes place 


should be strongly suspected of having an inde- 
pendent lesion, benign or malignant. Gross 
hemorrhage because of gastric crises per se is 
rare. 


Various Causes of Gastric Crises—Gastric 
crises may 4rise during the course of several 
diseases, although in the ordinary sense the 
term connotes locomotor ataxia, tabes dorsalis, 
Protracted vomiting, with or without associated 
abdominal pain, while most often occurring in 
tabetic gastric crises, may be occasionally due 
to disease of the gallbladder, hysteria, abdom- 
inal migraine, or pyloric or high intestinal ob- 
struction. Less familiar causes, exclusive of 
nervous vomiting and the periodic vomiting of 
Leyden, are reported from time to time in the 
literature. More recently, Labbe and Sebileau 
reported the history of a patient with typical 
gastric crises, but without demonstrable neuro- 
syphilis. They ascribed the cause to a sympa- 
thicotonia after clinical examination and func- 
tional tests. They attributed the condition to an 
irritation of the intrathoracic sympathetic 
ganglion by an adhesive pleuritis. In this in- 
stance physostygmin gave relief. 


Types of Tabetic Crises—Classical descrip- 
tions of the usual tabetic gastric crises have 
been given by Charcot, Hayem and Lion, and 
other well-known authorities. More recently 
Carnot and Bruyre have classified tabetic 
crises into three clinical types: (1) of the motor 
type or vomiting crises, (2) of the sensory type, 
or painful crises, and (3) of the secretory type, 
or tabetic gastrosuccorrhea. 


Although the first, or painless type of gastric 
crisis is infrequent, yet authentic cases are re- 
ported from time to time. I am directing at- 
tention to this group inasmuch as the case re- 
ports that follow show uniform absence of pain, 
with one exception (Case 4); in this instance, 
however, it was brief though severe, and present 
only in the last attack. Fournier has described 
attacks of belching of explosive amounts of gas 
as the only symptom of a crisis. This gaseous 
type of crisis is not necessarily accompanied by 
pain or vomiting. A review of the literature 
gives one the impression that the majority of 
gastric crises usually occur as an early symptom 
of tabes, or prior to the pre-ataxic stage; that 
by the time the disease is well advanced the 
crises have already ceased. My experience has 
been rather to the contrary, for more than three- 
fourths of the cases of crises occurred in a well 
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advanced tabetic stage, in which unmistakable 
objective signs of the disease had long been 


presented. 
DISCUSSION 


That the only clinical manifestations of un- 
complicated duodenal and gastric ulcer may 
rarely be characterized by attacks of paroxys- 
mal intractable vomiting, with or without as- 
sociated pain, ordinarily indistinguishable from 
tabetic gastric crises, was first impressed on 
me by a personal experience with two young 
men about nine and ten years ago respectively. 
These patients presented histories identical with 
those in Cases 1 and 5. In the absence of 
pyloric obstruction, hour-glass deformity, or 
colicky pain, vomiting, unless induced,-is not a 
prominent feature in the majority of ulcer-bear- 
ing patients as we see them from day to day. 
In fact, patients with advanced pyloric obstruc- 
tion may not vomit at all, or only occasionally. 
Highly nervous, irritable patients, especially if 
they have gastric ulcers, may vomit frequently. 
In cases of actual pyloric ulcers, vomiting may 
be a prominent and severe symptom. In any 
event the act of vomiting under such circum- 
stances invariably is related to eating, both as 
to the time of taking food, and the kind of 
food, is usually preceded by. nausea, and affords 
relief asa rule. Regurgitation of an acrid, often 
copious, gastric hypersecretion, usually several 
hours after meals or nocturnally, must not be 
construed as vomiting. There was no demon- 
strable evidence of tabes in either of these 
young men. The first one was given alkalis 
empirically, and was free from seizure for four- 
teen months. The second one, seen about a 
year later, was fluoroscoped as a routine measure, 
and operation later confirmed the roentgen diag- 
nosis of a duodenal ulcer. Soon thereafter, the 
first patient returned on account of a recurrence 


of his symptoms, and further examination dis- 


closed the presence of a duodenal ulcer. A 
gastro-enterostomy was performed in both 
cases. 


Mintz, in September, 1923, reported a case of 
pyloric ulcer in a man, aged forty-two, who for 
seven years, at long intervals, had had sudden 
attacks of colicky epigastric pain, which rad- 
jated to the spine, and was accompanied by pro- 
fuse and persistent vomiting, the latter not af- 
fording relief. The seizures were independent of 
dietary indiscretions, and gastric lavage relieved 
neither the pain nor the vomiting. The patient 
did not tolerate nourishment, and regurgitated 
all that was given him. The vomitus consisted 
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of a sour, bile-tinged fluid, and after two or 
three days the attack would cease promptly. 
At nineteen the patient had had a primary lesion 
and was treated. Ten years later a facial 
palsy and right-sided hemiplegia were noted, 
which disappeared under treatment, leaving a 
slight disturbance of speech on the basis of a 
persisting aphasia. Physical examination did 
not afford evidence of tabes. The Wassermann 
reaction on the blood and spinal fluid was nega- 
tive. Following a subsequent attack, examina- 
tion revealed a gastro-ectasia and evidence of 
gross retention. A gastro-enterostomy was per- 
formed for “an ulcer at the pylorus,” and was 
followed by a good recovery. Mintz regarded 
this condition as a pseudotabetic form of gas- 
tric ulcer, and called attention to a contribution 
by Savignac and Alivisatos, who a year pre- 
viously reported three similar cases of their 
own, and who had noted only six cases in the 
literature up to that time. The ulcers described 
were situated either at the pylorus, the lesser 
curvature, or in the duodenum. It seems that 
the first case of this kind was reported in 1905 
and Mintz expatiates on the apparent rarity of 
this clinical form, the difficulty of diagnosis, 
and the invariable cure that surgery afforded, in 
all of which I heartily concur. I herewith sub- 
mit the case histories of five patients in which 
all of the lesions were in the duodenum, with 
only moderate obstruction, and in all of which 
pain was a negligible feature. 


REPORT OF CASES 


Case I—A man, aged forty-five years, came to the 
Clinic June 12, 1923. He had been married five years 
and his wife had not been pregnant. The patient de- 
nied venereal disease. He had had mild attacks of 
malaria, and questionable rheumatic fever. His per- 
sonal habits were good. 

He had had an abrupt onset of nausea and vomit- 
ing twenty-five years before, and seizures of a similar 
nature at intervals ever since. The duration was. vari- 
able, from a minimum of two or three days to a max- 
imum of four months. The intervals between spells 
averaged six months, although prior to the last spell 
he had been well for two years. The nature of the 
attacks had not changed. The onset was sudden with 
nausea for one-half hour, then emesis of any food 
present, followed by a sour or yellow-greenish fluid. 
Occasionally there was considerable mucus, not glairy 
or ropy, however. Usually there was associated indef- 
inite epigastric pain, which was never severe or colicky. 
The attacks appeared to have no seasonal incidence, al- 
though the patient recalled that several of them began 
in the fall. The vomiting once well started was inces- 
sant and relieved only by hypodermics. There had been 
no headache preceding these upsets, and no history of 
hemorrhage, icterus, fever, tetany or syncope. Twelve 
years before examination, the late Dr. B. W. Sippy 
treated the patient for a ten-day period with a bland 
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diet and antacid powder. He made a diagnosis of 
hyperacidity without peptic ulcer. The attacks re- 
curred with the same frequency, but were aborted by 
the foregoing regimen. Five and one-half years be- 
fore, another physician was consulted, who made a 
diagnosis of hyperacidity with pylorospasm, and in ad- 
dition to the previous treatment prescribed tincture of 
belladona. This was followed by euphoria for two 
years. Four months before, his last exacerbation began 
suddenly as usual. Treatment was less effectual and he 
was given hypodermics of morphia and atropin, three 
or four times a week. The patient had lost in weight 
from 146 pounds to 122 in a period of four months. 

On the patient’s arrival at the Clinic he was vomit- 
ing incessantly and the medical assistant, thinking it 
was a typical tabetic gastric crisis promptly admin- 
istered an opiate, with temporary relief. Physical 
examination was essentially negative with the excep- 
tion of much dentistry, missing molars, and enlarged 
septic tonsils. Pupillary, patellar and Achilles’ reflexes 
were present and normal. There was no ataxia, optic 
atrophy, or cutaneous, sensory, or trophic disturbances. 
The Wassermann reaction was negative in the blood 
serum and spinal fluid. Urinalysis and blood count 
were satisfactory. Gastric analysis revealed a total 
acidity of 60, free hydrochloric acid 44, a filtrate 
measuring 260 mils without food remnants, and nega- 
tive to congo. A characteristic deformity of the duode- 
nal cap, present on screening and in all the roentgeno- 
grams, was reported. 

A diagnosis of chronic ulcer of the duodenum, of 
the crisis type, and dental and tonsillar sepsis was made. 
The patient underwent an intensive ulcer management 
for a period of six weeks, beginning June 14, during 
which time the infected tonsils and teeth were re- 
moved without incident. Improvement was prompt 
and striking. He continued on an ambulant regimen 
up to June of this year. One month ago he wrote 
voluntarily, saying that he was enjoying perfect health 
and had regained his normal weight. 


Case I1—A girl, aged seventeen years, entered the 
Clinic November 29, 1919, because of attacks of vomit- 
ing. The attacks had begun six years previously, averag- 
ing one attack a year, usually in the month of Jan- 
uary. The average duration of each was one week. 
During spells which might begin immediately or two 
hours after meals, emesis occurred about every half 
hour, increasing pari passu in frequency and intensity. 
Vomitus was never of the retention type or sanguinous, 
but consisted mainly of a generous amount of sour, 
yellowish-green fluid. Temporary relief followed pro- 
tracted vomiting. Food or fluids taken during the 
beginning of a seizure only accentuated the symptoms. 
There was no actual pain, but an occasional spell of 
nausea and soreness in the region of' the umbilicus dur- 
ing an attack, as well as eructations of gas and pyrosis. 
Between attacks there was an occasional dull localized 
epigastric pain, appearing at irregular intervals after 
meals, usually lasting about one-half hour. In 1915, 
during a typical seizure, the appendix was removed 
without any relief. The two last seizures, eight weeks 
and three weeks respectively prior to examination, were 
associated with definite tetanic manifestations, charac- 
terized by the patient’s stiffening, hands in main 
d’accoucheur, feet extended and held in the talipes 
equinovarus position, and the toes strongly flexed. 
The extremities (hands and feet) felt like “pins and 
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needles,” which distressing sensation was relieved by 
massage. In former, and especially in the last two 
seizures, nocturnal vomiting interfered very much with 
sleep. Relief of distressing symptoms by food or 
alkalis was conspicuous by its absence throughout the 
course of the complaint. 

The patient was 11 pounds underweight and not of 
a neurotic or hysterical makeup. Exclusive of mild 
stomatitis and slight cardiac arrhythmia due to oc- 
casional extrasystoles, the physical examination was 
negative. Reflexes, station, sensations and _ special 
sense organs were normal. The findings on urinalysis, 
including tests for the presence of diacetic acid and 
acetone, were negative. The Wassermann reaction on 
the blood serum was negative. Gastric analysis re- 
vealed moderate subacidity with hypersecretion. A ten- 
tative diagnosis of “cyclic vomiting” was made. On 
two occasions roentgen examination revealed a char- 
acteristic deformity of the duodenal cap, with slight 
barium retention. 

December 12, 1919, a knife excision of an ulcer on 
the anterior wall of the duodenum was performed, and 
a cautery applied to a contact ulcer on the posterior 
wall, the latter being closed over with chromic catgut. 
The incision in the anterior wall was closed transversely. 
There was found also, to be considerable dilatation of 
25 or 30 cm. of the jejunum, but there was no evidence 
distally of any mechanical interference. The patient 
convalesced uneventfully and has remained in perfect 
health since, having only a brief attack of vomiting 
last February, the result of too generous a meal con- 
sisting chiefly of fresh pork. 


Case I1]—A woman, aged thirty-three years, came 
to the Clinic in August, 1920. She had married at 
nineteen, had one healthy child, aged thirteen, no 
premature births or miscarriages, and her husband was 
well. For many years she had had irregular bowel 
action, either diarrhea or constipation, with soreness 
throughout the colon. Four years previously an ap- 
pendectomy had been performed. In other respects 
she had been quite well. Overwork, however, had made 
her very nervous and fatigued in recent years. Her 
presenting complaint was vomiting, which had begun 
suddenly in January, 1920, and lasted daily for several 
months, after which she had gradually recovered. She 
would vomit soon after eating without any preceding 
nausea, headache or abdominal pain. The vomiting 
was of the regurgitant type, was usually induced by 
eating, and the vomitus never contained blood or 
long retained gastric contents. Three months prior to 
her examination she had a recurrence of trouble similar 
to her first attack. Belching, heartburn, and _les- 
sened appetite, were more noticeable. She has also 
lost considerably in weight and strength. There was no 
dysphagia. In the two years preceding examination, 
independent of eating or vomiting, the patient had ex- 
perienced sudden cramp-like pains at the level of the 
waistline. At the outset these pains recurred daily, 
for six weeks. She obtained most relief by lying flat 
on her back. Since the first exacerbation she had 
similar pains appearing at intervals averaging once a 
month, lasting for about only one-half hour. 

The patient was of the asthenic type, with nervous 
deportment, and there was objective evidence of a gen- 
eral visceroptosis and a splashy, enlarged stomach. A 
cursory neurologic examination was negative, except 
for exaggerated patellar and superficial abdominal re- 
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flexes. The Wassermann reaction was negative. The 
gastric contents measured 90 mils total acidity 32, free 
hydrochloric acid 18. The fluoroscope revealed duo- 
denal ulcer. In spite of atypical symptoms an opera- 
tion was advised. 

A posterior gastro-enterostomy was performed for a 
small calloused ulcer on the anterior wall of the duo- 
denum, just below the pylorus, which caused mild ob- 
struction. A normal convalescence was followed in 
a few months by a short period of vomiting, largely 
on account of worry and overeating. In the last four 
years the gastric condition has been satisfactory, al- 
though the patient continues to be very nervous and 
overactive. : 


Case IV—A man, aged thirty-seven years, was first 
examined in the Clinic June 5, 1923. He had been mar- 
ried seven years. His wife had never become pregnant. 
He denied syphilis and gonorrhea. Until recently he 
had been a traveling salesman, ate heartily and irregu- 
larly, smoked and drank liquor moderately. His pres- 
ent complaint was stomach trouble, which had_be- 
gun eight years previously. The attacks occurred on 
an average of every two months, lasting from seven to 
ten days. These were characterized by epigastric burn- 
ing, belching, bloating, nausea and intractable vomiting. 
Soda relieved the burning and flatulency for a short 
period. Occasionally after severe vomiting the pa- 
tient felt greatly relieved; then four or five hours 
after taking some bland nourishment, symptoms would 
recur in the order named. Following the removal of 
the appendix, strangely enough the patient was re- 
lieved for five years. At no time had he complained 
of abdominal pain. In September, 1922, the attacks 
recurred, the initial one being precipitated by eating 
cucumber salad. He had had two others since, each 
one lasting from seven to ten days. During the last one, 
which ‘ended a week prior to his examination, he 
first experienced a severe cramping pain, beginning in 
the mid-epigastrium, radiating posteriorly to the in- 
terscapular region, and more marked on the right side 
than on the left. On a strict milk regimen the attacks 
usually subsided, or were forestalled. 

On physical examination no abnormalities were noted, 
except considerable tenderness throughout the epigas- 
trium and a well healed operative scar in the right 
lower quadrant. The gastric contents were hyperacid, 
without hypersecretion. There was no evidence of re- 
tention, or blood. Roentgenograms revealed the charac- 
teristic deformity of the duodenal bulb. 

A diagnosis was made of the crisis type of chronic 
duodenal ulcer. June 11, 1923, operation revealed a 
small, but penetrating, acutely exacerbating, chronic 
ulcer, on the upper border, about 1 cm. below the 
pylorus, with definite edema and congestion extending 
across the entire anterior surface of the duodenum. 
The nature and cause of the patient’s pain in his 
recent attack seems to be explained by the pathologic 
process. Posterior gastro-enterostomy was followed by 
normal convalescence and good health. 


Case V—A man, aged sixty-three years, unmarried, 
was examined at the’ Clinic August 30, 1924. His chief 
complaint was “spells of vomiting,” which had be- 
gun forty years before, but which had been growing 
progressively more severe and frequent. ‘The patient 
had been almost completely blind for the preceding 
thirty-five years. Numerous ancestors and one brother 
had died of cancer, and the patient admitted moderate 
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addiction to morphin. For the last twelve years opiates 
had been administered hypodermically to control the 
vomiting. Tobacco, coffee and alcohol were used in 
generous amounts. The patient’s deficient vision was 
due to a complete cataract in the right eye, and to an 
extensive old chorioretinitis in the left one. With the 
exception of the increased severity of the vomiting, the 
attacks had hot changed. At the outset a seizure oc- 
curred once or twice a year, but recently they had oc- 
curred almost daily. The onset was usually gradual, 
beginning as a sensation of nausea and dull headache, 
the former gradually becoming more intensified. This 
was followed by protracted and prostrating vomiting, 
and was only relieved by a hypodermic of morphin. 
The seizures came on at any time of the day or night, 
when the stomach was empty or full. The vomitus was 
never of the hemorrhagic or of the retention type. At 
times there had been slight associated distress in the 
right upper quadrant, and slight jaundice following a 
severe “spell.” During an interim his appetite was 
good, although raw vegetables and fruits caused epi- 
gastric distress and belching, usually about one-half 
hour after meals for a brief period. The patient was 
habitually constipated, and had some urinary troubles. 


Physical examination disclosed a systolic blood pres- 
sure of 175 and diastolic 120, left ventricular hyper- 
trophy, generalized marked arteriosclerosis, and moderate 
prostatic hypertrophy with urinary residue. Neurologic 
examination disclosed no objective signs of tabes dor- 
salis, and the Wassermann reaction was negative. Besides 
tabes, migraine, nephritis, cerebral tumor and particularly 
cholecystic disease were considered as causative factors. 
With the final elimination of the former, an operation 
upon the gallbladder was agreed upon. Then, in 
view of the former experiences with a small group of 
cases of ulcer, a fluoroscopic examination was made at 
the last moment. This gave definite roentgen evidence 
of a duodenal ulcer. Owing to the chronicity and pro- 
gressiveness of the disease, operative interference was 
not postponed. 

Operation revealed a large indurated ulcer on the 
anterior superior wall, just below the pylorus, which 
had caused moderate obstruction and some dilatation 
of the stomach. A posterior gastro-enterostomy was 
performed, and a chronically inflamed appendix was 
also removed. The gallbladder was partly covered 
by ‘adhesions but the organ itself did not appear to 
be sufficiently affected to justify its removal. There 
was also moderate pancreatitis and hepatitis. The pa- 
tient recovered uneventfully. Members of the Southern 
Interurban Clinical Society will undoubtedly recall this 
patient, as I recently presented him before this group 
at St. Mary’s Hospital. 
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MULTIPLE AND RECURRENT ULCERS 
OF THE STOMACH AND DUODENUM* 


By J. RussELL VERBRYCKE, JR., M.D., 
Washington, D. C. 


In a sense all ulcers are recurrent, if left to 
follow out their own life history. I am consider- 
ing only those which recur in spite of. operation, 
or instances of subsequent new formation of 
ulcers. 

The majority of ulcers are single. So also, 
if one is cured the individual rarely develops 
another in spite of the fact that usually noth- 
ing has been done to remove the original cause. 
Not knowing all the etiologic factors entering 
into the formation of the original ulcer and 
therefore not being able to remove them, it is 
surprising that ulcers are usually single and 
that recurrences do not occur more frequently 
after operation. 

Two or more ulcers, either in the stomach 
or duodenum at the same time, occur in about 
5 per cent of cases. These are not here con- 
sidered. Gastro-jejunal or jejunal ulcer, de- 
veloping at or near the new opening, after 
gastro-enterostomy, formerly occurred in at 
least 5 per cent of those operated upon. Of 
late years, and largely through perfected tech- 
nic, the proportion has dropped to approxi- 
mately 2 per cent. In addition, we have oc- 
casional instances of a new ulcer forming at or 
near the site of excision of a previous lesion or 
a new ulcer forming in either the stomach or 
duodenum after the original lesion has been 
healed or excised, and with a gastro-enteros- 
tomy stoma working perfectly during the time 
of such formation. I know of no figures as to the 
exact frequency of this occurrence. The diag- 
nosis of an ulcer in the stomach, duodenum or 
jejunum is very much more difficult after a 
gastro-enterostomy than in an unoperated pa- 
tient. I know of nothing more uncertain in 
gastro-intestinal x-ray work than the study of 
these cases. The contents may pour out of the 
new opening so fast that the stomach is diffi- 
cult to fill. Sufficient may not pass the pylorus 
to fill the cap and one is not sure whether the 
cap is deformed or not. Irregularities of the 
stoma, unless very gross, are difficult to make 
out. In spite of the fact that gastro-jejunal 
ulcers can be determined by the x-ray at the 
Mayo Clinic in a high percentage of cases, I 
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must confess that I am not so successful and 
others have assured me that I am not alone. 


As examples of these types of new ulcer for- 
mation I will give the synopsis of several his- 
tories. 


Case I—Mrs. B., age 46 was examined in February, 
1922. She had been operated upon 7 years before for 
gastric ulcer, and was relieved until a few weeks pre- 
viously. Examination showed chronic perforation of an 
ulcer of the lesser curvature with hour-glass contrac- 
tion. February 6, sleeve resection was done by Dr. 
H. H. Kerr. June 18, 1923 there was another per- 
forating ulcer in the same place which was operated 
upon with excision. In July, 1923, she had a duodenal 
ulcer. 


Case II—Mr. A. C., age 36, was examined in May, 
1920. He had been operated upon in March 1914 for 
duodenal ulcer with severe hemorrhage. He had a 
gastro-enterostomy. After operation he had perfect 
health for 2 years then pains in the stomach as before, 
and recently hemorrhages from the bowel again. Treat- 
ment of any kind was refused. February 5, 1923 he 
reported pain and hemorrhage at intervals since last ex- 
amination. February 13, 1923 operation showed a 
chronic perforated gastro-jejunal ulcer. Excision of 
ulcer, repair of defect in stomach and resection of part 
of jejunum with end to end anastomosis gave an ex- 
cellent result. X-ray before leaving the hospital 
showed the gastro-intestinal tract normal. Three 
months later he developed a new duodenal ulcer with 
hemorrhages and died. : 

Case I1]—Miss E. R. G., seen in August 28, 1917, 
was 44 years of age. Ulcer symptoms had begun at 
12 years. She was operated at the Mayo Clinic for 
obstructing ulcer 3 years previously with relief until 
2 weeks before when she had return of symptoms with 
hemorrhage. An indurated ulcer on the lesser curva- 
ture was excised October 6, 1917. Return of an ulcer 
of the lesser curvature occurred November 2, 1922. 
She was treated medically and there has been no re- 
turn since. 

Case IV—J. C. W. was seen March 12, 1919, when 
40 years old. Operation June 6, 1914, showed a per- 
forated duodenal ulcer. December 14, 1914, he was 
operated upon for gastric ulcer, gastro-enterostomy be- 
ing done with Murphy button. March 18, 1915 the 
button was removed and regular gastro-enterostomy 
was done. He improved until March 18, 1916, when 
he had a severe hemorrhage. X-ray examination in 
March, 1919, after other hemorrhages showed several 
ulcers at the pyloric end of the stomach and duodenum. 
He was treated medically and has had no trouble since. 


These cases represent new formation after the 
original ulcer had been healed. Some, I have 
come to consider as having intractible ulcer 
forming tendencies. Later I will consider what 
can be done to minimize these. 

More common is non-healing of the original 
ulcer after operation, in which the lesion has not 
been directly attacked, with subsequent recur- 
rence of symptoms. In other words, these may 
be said to represent some of the unsuccessful 
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results of surgical treatment. How often such 
failures to cure by operation occur, must 
naturally vary considerably at different clinics 
and will depend upon various factors, of which 
an important one is the treatment given. Another 
is the type of patient being dealt with, i.e., 
whether he is of the intelligent cooperative class, 
or the opposite. 

For many years surgeons were perfectly satis- 
fied with a gastro-enterostomy, with the patient 
out of the hospital in ten days to two weeks, 
eating what he wished, and I have even known 
of cole slaws being served before the patient 
was discharged from the hospital. Subsequent 
development over the years to come were such 
that even the most self-satisfied surgeon became 
aware that something was wrong with the treat- 
ment of ulcer, and of recent years we have seen 
again the program of the medical congresses re- 
plete with symposia on ulcer, with the confes- 
sion of shortcomings. 


For a time we were satisfied with the propor- 
tion of 70 per cent cures, 20 per cent improved, 
and 10 per cent unimproved. With some these 
figures still persist. Others have greatly in- 
creased the proportion of cures and absence of 
recurrences. 


When failure to cure results, the recurrence of 
symptoms usually takes place within a year, but 
there are instances of an apparently perfect re- 
sult for from two to five years only to be fol- 
lowed by breakdown of the original ulcer, with 
hemorrhage as frequently the first symptom. I 
shall mention a few instances. 


Case V.—Mr. E. H. D., age 33, was seen December 
22, 1920. He had had periodic attacks of hunger pain 
for ten years and was operated elsewhere January 6, 
1921, for duodenal ulcer with partial obstruction, and 
appendicitis. He had a gastro-enterostomy and appen- 
dectomy, and recurrence of symptoms within several 
weeks. In July, he was given the Sippy treatment in 
Baltimore with good results to date. The gastro-enter- 
ostomy is still functioning. 


Case VI—Mr. J. L., age 28, was seen October 19, 
1923, He had been operated upon two years before 
for duodenal ulcer, and discharged from the hospital in 
15 days. For the previous month he had had typical 
symptoms of duodenal ulcer, hyperperistalsis and one- 
sixth six hour residue. Treatment was refused. 


Case VII—Mr. J. B., age 52, was seen in January, 
1922. He had been operated upon some years before 
by Dr. Deaver for ulcer. He had a gastro-enterostomy, 
and no symptoms until very marked hemorrhage just 
before consultation, from both stomach and bowel with 
fainting. The gastro-enterostomy opening was large 
and functioning. Deformity of the duodenal cap was 
due to duodenal ulcer. He was treated medically, with 
no return. 


Case VIIT—Mrs. H. W. M., age 39, was seen Novem- 
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ber 15, 1920. She belonged to an ulcer family. She 
was operated upon by Dr. Deaver six months before 
for duodenal ulcer. She had a gastro-enterostomy, 
with no relief since. Hunger pains, acidity and de- 
formity of duodenal cap still were present, and she 
had periodic attacks. 


Case 1X —Mrs. T. H. H., age 49, was seen in Septem- 
ber, 1924. Gastro-enterostomy had been performed 
8 years previously elsewhere for duodenal ulcer. She 
had had attacks of hunger pain since, and three days 
before collapse and hemorrhage. X-ray examination 
showed a constant deformity of the cap and a new 
ulcer just proximal to the pylorus on the lesser curva- 
ture. She had medical treatment. 


Our interest in these cases of new ulcer for- 
mation and recurrence of symptoms in an orig- 
inal ulcer should be along two lines, first the 
attempt to prevent, and secondly the cure, if 
one or the other has occurred. 


PREVENTIVE TREATMENT 


‘As the first measure the correct operation 
should be chosen for the particular case. Thus 
we have our choice between simple gastro- 
enterostomy, gastro-enterostomy with knife or 
cautery excision, pyloroplasfy or gastro-duode- 
nostomy, sleeve resection, pylorectomy and par- 
tial gastrectomy. Time will not permit of further 
discussion of this phase. 

Secondly, the operation should be technically 
correctly performed to accomplish its purpose. 
It is surprising, for instance, how many gastro- 
enterostomies do not enterostomize and that 
x-ray examination fails to show that anything 
is going out of the new opening. On the other 
hand, about as bad a fault is to have an open- 
ing through which everything drops almost in- 
stantly into the jejunum. 


Thirdly, any etiologic factor which can be dis- 
covered should be removed. We believe that 
most ulcers have infection as the precipitating 
cause. Just how important focal infection may 
be is indeterminable. Which focus was respon- 
sible for the original ulcer and will be a poten- 
tial factor in preventing healing or producing 
another is largely a matter for conjecture. Why 
do many with marked foci of infection never 
have any trouble? Why do others in whom it 
is assumed that infection produced an ulcer 
never have another in spite of the fact that the 
focus is not eradicated? Why do others de- 
velop continued manifestations of the baneful 
result of focal infection when no evident focus 
can be found? We can not as yet answer these 
questions. I am personally more inclined to 
think that if an ulcer is the result of infection, 
it is more likely to be the result of.a focus in 
the abdomen, such as the appendix, gall blad- 
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der or colon, than in teeth, tonsils, or sinuses. 
But to be on the safe side, every evident possible 
focus of infection should be removed. 


Fourthly, the after care of the patient who is 
operated upon for ulcer should be detailed, in- 
telligent and directed with a perfect understand- 
ing of the pathology of the condition and the 
physiology of the stomach. This is, to my mind, 
if anything, the most important of all. Being 
an operating gastro-enterologist, I have the op- 
portunity of seeing the good of surgery and the 
good of medical treatment. Neither can be 
sufficient in itself in the treatment of ulcer as an 
entirety. In the individual case medical treat- 
ment may be successful without surgery. To 
attempt to make, in any case, surgery successful 
without medical treatment is to court disaster 
and is unjustifiable. The time is past when the 
general surgeon can conscientiously accept a case 
of ulcer and see it through by his own efforts. 

If the gastro-enterologist does not himself 
operate, he should have the patient turned over 
to him for all treatment except the actual surgi- 
cal care immediately after the operation. He 
should then be as rigid in his treatment as if 
the patient had not been operated upon, in order 
to get the best results. 

I have for several years ceased to speak of 
“medical treatment” and “surgical treatment,” 
but say “medical treatment” and “combined 
treatment.” It must be appreciated that gastro- 
enterostomy does not in itself cure but creates 
conditions more favorable for such cure. 


When the ulcer has been directly attacked the 
medical treatment can be modified and short- 
ened. Unless the pathology has been removed, 
however, the medical treatment must follow the 
operation as before stated if statistics are to be 
improved. If this plan is carried out there will 
be less need for some of the more radical and 
dangerous operations being advocated and the 
simplest operations, almost devoid of mortality, 
will suffice. 

As nearly as I can tell from the follow-up of 
patients treated by the combined treatment 
during the past four years we are obtaining be- 
tween 90 per cent and 95 per cent permanent 
cures in ulcer in general. Duodenal ulcer treated 
by simple gastro-enterostomy and subsequent 
medical treatment has been almost entirely sat- 
isfactory, and I will need not say what a con- 
trast this is to the results obtained in like cases 
for the 14 years previous to employing this 
method. 
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I will briefly outline the treatment in an aver- 
age case following gastro-enterostomy. 


Glucose, 10 per cent solution, is given continuously 
by rectal drip from the time of reaction until sufficient 
fluid is taken by mouth. 

Bed treatment: The patient may turn on either side 
but is not to raise up or bend the abdominal muscles. 


On the second or third day a half glassful of a mix- 
ture of milk, 3 parts; cream, 1 part; and barley water, 
2 parts, is given every hour from 7 a. m. to 7 p.m. It 
is important that feedings be given on time. The next 
day, if this is well tolerated, a whole glass of the mix- 
ture is given every hour. 

A half teaspoonful of a mixture of equal parts of 
bismuth subcarbonate, soda bicarbonate and magnesia 
oxide is given half way between each feeding and re- 
peated an hour aiter the last feeding at night. 

A simple enema is given each day, if necessary. 

On the fifth day, cream of asparagus, corn, spinach 
or celery soup is substituted for one or two feedings. On 
the sixth day strained cereals may be substituted, but 
feeding is still continued every hour. On the seventh 
day, custard or junket; on the tenth day, crackers and 
butter are added, boiled macaroni with butter and 
vanilla ice cream. At this time feedings are given every 
2 hours and either double quantity or two articles at 
a time. The powder is now given 15 minutes after 
each feeding and repeated in an hour. 

On the sixteenth day the patient may sit up in bed 
without straining the abdominal muscles. On the 
eighteenth day the patient is out of bed. An attempt 
is now made to divide nourishment into meals as fol- 
lows: 

Breakfast: Cooked cereal with cream and _ sugar. 
Soft egg. Crackers and butter and glass of milk. 

10:30 a. m.: Glass of milk. 

Dinner: Cream soup, sweetbreads, creamed brains or 
creamed chicken. Mashed potatoes, puree of some green 
vegetable. Ice cream, custard, plain rice pudding, 
vanilla tapioca or blanc mange. 

4:30 p. m.: Glass of milk. 

Supper: Rice or cooked cereal. 
butter and glass of milk. 

Powder is given fifteen minutes after meals and re- 
peated in an hour. 

After three to three and a half weeks a liberal, but 
non-irritating diet is given which is continued for 
about six months, together with between meal feed- 
ings and another alkaline powder consisting of bismuth 
subsalicylate, taka diastase, light calcined magnesia and 
peppermint sugar. 


Egg. Crackers and 


TREATMENT OF NEW AND RECURRENT ULCER 


When a new ulcer has developed or an old one 
has failed to heal, we have our choice of medi- : 
cal treatment or another operation, just as in 
the first instance. If the patient has not had the 
advantage of medical treatment following opera- 
tion there is greater likelihood of medical treat- 
ment’s affecting a cure than had operation not 
been performed. I have apparently cured patients 
by such treatment who had recurred sev- 
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eral years after gastro-enterostomy, with the 
opening still functioning. An exception is gastro- 
jejunal ulcer, which seems rarely to respond to 
medical treatment. If medical treatment fails 
or is not chosen, surgery is still available, and 
has not exhausted its usefulness. What is done 
at operation will be dependent on conditions 
present. A partial gastrectomy with resection 
of the ulcer-bearing area may be justified and 
indicated in cases of intractible ulcer formation 
where it has certainly not been in the average 
ulcer as a first operation. : 

Our goal should be “The greatest number of 
cures with the smallest risk to life.” 


DISCUSSION (Abstract) 


Papers of Drs. Friedenwald and Morrison, Dr. Euster- 
man and Dr. Verbrycke. 


Dr. Sidney K. Simon, New Orleans, La—There is no 
one cause for peptic ulcer. Peptic ulcer has many 
causes. Each case should be judged on its own in- 
dividual merit as to etiology, and that point is of. ex- 
treme importance, not only from the standpoint of 
treatment, but also from the standpoint of prognosis. 

As Dr. Friedenwald’s and Dr. Smithies’ statistics un- 
questionably show, focal infection is probably the most 
important etiological factor and is certainly a factor 
that should never be overlooked. And before any 
plan of treatment is instituted in peptic ulcer, all pos- 
sible sources of focal infection should be examined and 
removed. Teeth should be gone over carefully; tonsils 
should be gone over carefully; and assurance should be 
established in regard to a possible infected gall bladder. 
If there is an infection of the gall bladder I am more 
than anxious to refer the case to a surgeon. 

The arteriosclerotic type of ulcer has minimal clin- 
cal symptoms, but tends to bleed very readily. I 
believe that that type of ulcer is more often overlooked 
than any other single clinical type, and it is possible 
that one or more of the cases Dr. Eusterman reports 
of ulcer simulating gastric crises might have the arterio- 
sclerotic factor strongly behind it. 

Giving neuropathic factors as a major etiological 
cause, I think is begging the question. What do we 
mean by the neuropathic factor in peptic ulcer? Those 
cases, on further investigation will be found to have 
a more definite causation than merely a disturbance of 
the nervous system. However I am perfectly willing 
to agree with Dr. Kaufman that the psychic distur- 
bances in the patient play a very large roll in the re- 
currence of symptoms, and probably are the retarding 
cause in treatment, if they are not removed. The 
chance of cure is much greater if the mind is at rest. 

Dr. Eusterman’s two cases merely call to mind some 
of the great difficulties physicians have in diagnosing 
peptic ulcer and emphasize the importance of radio- 
logical examination. 

I have not found the radiological examination al- 
ways of positive value. I have been placed in the posi- 
tion of having to dispute the radiological findings of 
peptic ulcer as often as I have been able to accept 
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them. We must sift the case carefully from the clin- 
ical point of view before accepting the radiological diag- 
nosis. 

I had an unusual case during the past year of ulcer 
recurrence. A surgeon in one of our neighboring cities 
had peptic ulcer which was diagnosed and operated 
upon in the Mayo Clinic about eight or nine years 
previously. Subsequently another operation was re- 
quired, a loop operation because of recurrent vomit- 
ing, which was done here. After the second operation 
he continued to suffer all the pains that he had had 
prior to the first and it was at that time that I was 
asked to see him. The only treatment I could offer 
was the simple medical tie-up treatment. 

He accepted medical treatment as his only alter- 
native, recovered apparently and was well for seven 
years. 

He came back two months ago with a recurrence 
of symptoms and the psychic factor had played a 
large roll in the recurrence, I think. He had under- 
gone some very severe mental strain and the x-ray 
diagnosis in that case was jejunal ulcer, a recurrence 
of the ulcer at the site of the gastro-jejunal opening. 

I was never able to convince myself absolutely of 
the presence of jejunal ulcer, but put it down as re- 
current peptic ulcer. Whether it was at the original 
location in the first portion of the duodenum, or at 
the jejunal orifice, I was not able to say. The sur- 
geon saw the case again with me, and in going over 
the many clinical points we decided that another medi- 
cal treatment was indicated. We gave him another 
medical treatment with apparently good results again. 
The symptoms subsided after the fourth or fifth day 
of the medical regime. 

The point I want to make in that case is that peptic 
ulcer is just as liable to recur after surgical treatment 
as it is after medical treatment. 

This propaganda that has been spread around by 
surgical men, that surgery of peptic ulcer gives one 
hundred per cent cure—that is the impression that the 
public has gained—I think should be combated. We 
should enlighten the public upon that very vital 
point, that the chances of cure with surgery are no 
greater than with proper medical regime, and that re- 
currences do occur after surgical operation, and many 
many times, after the patient has subjected himself or 
herself to the dangers and the annoyances of a surgical 
operation, medical treatment must subsequently be in- 
stituted or come to the rescue as it were, to effect 
a cure. 


Dr. Ernest B. Milam, Jacksonville, Fla—We have re- 
cently seen in Jacksonville two cases clinically ulcer, 
in which the etiology was undemonstrated after ex- 
haustive efforts. One was a man, the other a woman. 
Insistent questioning brought out a history, most re- 
luctantly given, of long strained domestic relations in 
the so-called “high strung individual.” Efforts were 
turned toward the relief of these conditions, a hard 
task often necessarily assumed by the earnest physi- 
cian. Relief of the strained relations brought rapid, 
spontaneous improvement. In those cases the cause 
of the ulcer was neurologic or psychopathic. 

Dr. Verbrycke has brought forward a point of the 
utmost importance in the post-operative treatment of 
ulcer. I routinely insist that the surgeon: return these 
patients for post-operative treatment and observation 
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for such periods of time as I deem necessary. I ex- 
pect to follow these cases with the same care after oper- 
ation as before, for periods of months or years, pre- 
ferably maintaining supervision or at least maintaining 
contact for life, with the hope of preventing recur- 
rence. We have not done justice to these patients if 
we attempt relief by operation and then dismiss them 
from our minds, for we always face the possibility of 
recurrence. 


Dr. William Nelson, St. Louis, Mo.—The neurologist 
is impressed very forcibly by the influence of certain 
psychic or neurological elements in ulcer of the stomach 
and duodenum. If we are going to adhere to the re- 
lief that we get from surgery as a positive cure in 
ulcer of the stomach and small bowel, I believe that 
We are going to continue to fail in the cure of our pa- 
tients. 

Unless we consider the biological adjustment of the 
individual following whatever temporary measures we 
adopt, we are almost surely going to have recurrence 
in a number of cases. I do not believe surgery will 
ever cure the majority of cases in ulcer of the stomach 
or small bowel. 

While it is true we have a number of causes of 
ulcer of the stomach and bowel that are indirect, the 
direct cause is dependent upon the integrity of the 
nervous system even in the cases of arteriosclerosis. We 
have as a fundamental element the nutriment going to 
the tissue, the integrity of which is, dependent upon 
tone in the nervous system. You have all observed 
the ulcers that occur in other portions of the body. We 
have people who under certain psychic strains are sub- 
ject*to ulcer in the mouth. In the trophic ulcers of the 
skin and subcutaneous tissues that occur in certain dis- 
eases of the spinal cord, while it is true that we may 
have infections complicating the conditions, the funda- 
mental basis is a neural element. Unless we build up 
the integrity of the nervous system, there is every 
reason why we may have not only recurrence in the 
original site of ulcer following surgical intervention, 
but occurrence in other areas. 

Why? Because biological adjustment has not fol- 
lowed the operation and unless you adopt these meas- 
ures for the lifetime of the patient, you are running 
a great risk of his developing ulcer later on. 


Dr. J. F. Yarbrough, Montgomery, Ala—Two factors 
in all these cases are made conspicuous by their ab- 
sence in these papers. Diet is not mentioned as an 
etiologic factor, and blood chemistry is not employed 
in the effort to reach a proper diagnosis. The historv 
of a large number of our cases shows a marked excess 
of carbohydrates in the diet. The range of excess was 
from 1 to 6 to 1 to 15. The practical normal is 1 to 4. 
The blood chemistry in practically all cases showed an 
increase in the acid bases and a decrease in the alkaline 
bases. The increased acid bases were found to be of 
carbohydrate origin. The decrease in the percentage 
of amino acids proved a lack of proteins in the diet. 
These facts explode the old theory that this condition 
was the result of putrefaction of proteins in the colon. 
The neurotic phase of these cases is the result of this 
increase in the acid bases irritating the central nervous 
system. The gastric complications are also the result 
of this increased acidity or decreased alkalinity of the 
body fluids. 

Operative interference for gastric ulcer will bring only 
temporary relief, unless the basic alkalinity of the blood 
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is restored, eliminating the constant irritation and ero- 
sion. The only permanent relief will come from a prop- 
erly balanced diet. Many of these cases will never 
again be able to metabolize the more concentrated 
carbohydrates. Fruits and vegetables must be the source 
from which they are to be supplied. Would not chronic 
acidemia be the proper name for this condition? 


Dr. Wm. R. Dancy, Savannah, Ga—Three points 
relative to the diagnosis of syphilitic ulcers of the stom- 
ach, or the intestine, must be considered before a diag- 
nosis is made. You must have the history of syphilis 
combined with the positive Wassermann test. The his- 
tory is not so necessary as the Wassermann of the 
blood or spinal fluid. You must have the usual evi- 
dences of ulcer in the history and by x-ray. And you 
must not make the diagnosis of syphilitic ulcer until 
specific treatment has given you the result. 

I had one very striking case which falls into Dr. 
Eusterman’s classification. The patient had been suffer- 
ing for about two years with recurrent crises. He was 
relieved about two years ago by specific ulcer treat- 
ment, not syphilitic, but the usual Sippy treatment. 
He was apparently well for eighteen months. Last May, 
when feeling splendidly, apparently in good health, 
having had no return of symptoms of any sort and 
eating a rather generous diet, he suddenly was seized 
with a hemorrhage. He had no pain, nausea or dis- 
comfort, but an excessive hemorrhage from both bowel 
and by mouth, and he bled until his blood pressure 
was so low that he could not bleed any more. He 
received the .usual hemostatics and finally, by rest 
chiefly, and morphia, he recovered. He is now in 
splendid condition, having had no ulcer symptoms since 
that hemorrhage, and no other symptoms at that time. 

The cases referred to by Dr. Verbrycke and Dr. Simon 
are the refuse cases that are being thrown to those of 
us who do medicine or gastro-enterology exclusively. 
The gall bladders, the ulcers, and the gastro-enteros- 
tomies are giving us a great deal of trouble. The re- 
tention of bile in the stomach is one of the things that 
is also annoying in these cases. 

I have no specific method of treatment to offer the 
neurotic cases. The question is, shall we treat the neu- 
rosis or the ulcer? Efforts in both lines have failed. 

I would like to ask if anyone has tried diathermy, 
and if so, what success has been met? 


Dr. C. W. Dowden, Louisville, Ky—Undoubtedly in- 
fection plays a part in the etiology of ulcer. We know 
very little about the inter-relationship of diseases. 

Dr. Verbrycke’s paper demonstrates one thing: that 
where after gastro-enterostomy or excision, ulcers recur, 
we have removed only the end product that has been 
gathering for a long time. Naturally where the ulcer 
recurs the process is still active, it shows some short- 
coming on the part of all of us. We should make 
further efforts in the future, and adopt further diag- 
nostic and therapeutic procedures. I feel, however, that 
with this new era in which we are trying to establish 
more the inter-relationship of various diseases, we will 
probably be able to account for more ulcers than we 
have in the past. 


Dr. J. L. Jelks, Memphis, Tenn.—In two cases of 
peptic ulcer now in my care I have found primary and 
secondary and multiple focal infections. A strepto- 
coccus viridans infection most often comes from a tooth, 
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a tonsil or sinuses, but these may not be the only focal 
infections. 

There is no doubt about the psychic effect. We do 
not have duodenal ulcers in babies so often as at other 
periods of life. Why do we have ulcers at periods of 
life when there is the greatest strain upon the nervous 
system? 

A careful study of the case from every viewpoint 
must be made. If you operate and don’t remove the 
primary or the secondary cause, you are not going to 
prevent recurrence of the condition. 

Spasticity of the duodenum plays a part as a causa- 
tive factor. 


Dr. Seale Harris, Birmingham, Ala.—In handling the 
ulceration we should look after the needs of the entire 
human being that we have under our care. 

Some ten years ago Dr. Crile, in animal experimenta- 
tion on conditions of shock, found that nearly all the 
animals when they had their adrenals removed, de- 
veloped duodenal ulcer, without the evidences of in- 
fection. There is apparently some relationship of the 
adrenals to the duodenal ulcer, and I believe that the 
element of fatigue is a very important thing in the 
etiology of ulcer, not as the sole cause, but as one of 
the important causes. I called attention to that in a 
paper before the Alabama Medical Association some 
twelve years ago. In ulcer patients, the blood pres- 
sures are very low and particularly the pulse pressure 
is sometimes as low as 85 and 90. If adrenalin is given 
hypodermically it helps these ulcerations. 

That, I believe, is one of the reasons why rest is 
such an important factor. Fatigue exhausts the adre- 
nal secretions and the rest, of course, tends to restore 
the function of the adrenals. Rest in the treatment, 
and rest for a long time afterwards is imperative. I 
instruct those patients to get nine or ten hours rest in 
bed every night, half an hour at least in the morning, 
and one or two hours in the afternoon, for a year or 
more after they have been relieved of ulcer. 

Another important thing in preventing recurrence of 
stomach and duodenal ulcer is the question of diet. 
A low vitamin diet is probably one of the predisposing 
causes of ulcer. It lowers resistance, and with lowered 
resistance, plus infection, you get duodenal ulcers. 


The higher vitamin diet and rest are very important 
things in the after treatment of ulcer. 


Dr. J. A. Witherspoon, Nashville, Tenn—I have 
never believed that gastro-enterostomy could cure ulcer. 
In a few cases it brings about a condition more favor- 
able to a cure. 

Syphilis of the stomach is growing more frequent, 
or we are learning to recognize it much better. I find 
frequently a negative Wassermann in the blood, but a 
positive Wassermann in the spinal fluid. Most of the 
syphilitic cases under x-ray are shown more or less to 
involve the more central portion of the stomach near 
the pylorus. Most ulcers have pain, and by vomiting 
are relieved. In syphilitic stomach my observation has 
been that the vomiting produces pain. 

A Member—tTuberculous ulceration of the stomach 


has not been referred to. Some years ago I saw two 
specimens of gastric ulcer due to tuberculosis, and I 
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have seen a total number of specimens of thirty-five 
thousand. Harmon has referred to a number of these 
in the Mayo Clinic, in which the ulcer occurs toward 
the pylorus and is sometimes difficult to distinguish from 
both syphilitic and cancerous ulcers of the stomach. 


The absence of one symptom helps to differentiate 
syphilitic ulcer from gastric carcinoma and a gastric 
ulcer, and this point is being emphasized by Downs and 
Leewald. They give the symptoms of gastric ulcer of 
syphilitic. origin as follows: Nausea, vomiting, aquidia, 
and achylia, which has been demonstrated to be more 
frequent than in gastric ulcer. 


Hematemesis was rarely, or never present. In all 
cases of ulcer of the stomach these other symptoms 
were present, but I have not seen hematemesis. 

Dr. Finney, during the symposium on this subject, 
of the American Medical Association two years ago 
said that diagnoses made before opening the abdomen 
were found to be delusive; that many times he had 
opened the stomach without being able to tell whether 
a gastric ulcer was present. 

Those of us who are internists should have a degree 
of humility in making medical diagnoses, if a man of 
Finney’s ability and experience makes a statement of 
that kind. Medical men may place too much stress 
upon a diagnosis which cannot be confirmed, in any 
way, except by opening the abdomen, and sometimes 
by opening the stomach. 


I have dealt with many nervous cases in my lifetime, 
and I believe that it is the pathology in the stomach 
and duodenum, in the, gall bladder, in the appendix, or 
elsewhere in the abdomen that sets up the train of 
neurological symptoms which give a vicious circle. 


Dr. Friedenwald (closing) —Many factors enter into 
the etiology of ulcer and unless all the factors are taken 
into consideration a hope for a cure cannot be expected. 


I have not had the good fortune to observe cases of 
ulcer of the stomach and duodenum simulating the gas- 
tric crises of tabes. I have had occasion to see a num- 
ber of instances of ulcer and tabes occurring in the 
same patient. In a paper read at the Section on Gastro- 
Enterology of the American Medical Association in 
1921, Crohn presented a number of cases of this kind 
and called attention to the fact that the discovery of a 
positive Wassermann test, with the other signs of 
tabes dorsalis, usually swings the diagnosis to ‘that of 
tabes and the ulcerative lesion if present, is often rele- 
gated to the background. 

It is possible that in some instances we have tabes 
with a syphilitic ulceration, and in others tabes with a 
simple ulceration. 

Since the criteria formulated especially by Dr. Eus- 
terman, have been definitely accepted, there is much 
less difficulty in arriving at a, diagnosis of ulcer due to 
syphilis: namely, a positive Wassermann in the pres- .. 
ence of symptoms somewhat suggesting those of simple 
ulcer in which the gastric secretion presents an achylia 
and the roentgen-ray examination suggests carcinoma. 
The appearance of the patient is not that of malignancy, 
and although there may be considerable loss in weight, 
there is no cachexia and the diagnosis is finally estab- 
lished by the cure by means of antisyphilitic treatment. 
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Dr. Eusterman (closing).—It is quite probable that 
this crisis, or uncontrollable vomiting type of gastric 
or duodenal ulcer is more frequent than is generally 
supposed. 

The question raised by Dr. Simon, that some of 
these ulcers may have an arteriosclerotic basis is open 
to considerable controversy. I have found this condi- 
tion obtaining just as frequently, or more frequently, 
in younger individuals, than in elderly ones. The case 
reports I dwelt on more in detail here, concern older 
patients. 


Cannon, in “The Mechanical Factors of Digestion,” 
noted that in the experimental animal, irritation of the 
mucous membrane of the stomach produced no reaction, 
but the same irritation applied to the duodenum pro- 
voked vomiting. Such an analogy on an experimental 
basis is suggestive, but it would not explain why the 
bulk of patients with ulcer do not have marked attacks 
of vomiting. 

Syphilis of the stomach has been somewhat of a hobby 
with me, and to date I have seen about eighty-five 
cases of it. We are inclined to speak very loosely of 
syphilitic ulcer. Single syphilitic ulcer of the stomach, 
having the roentgen characteristics of a chronic benign 
ulcer, is extremely rare. The ulcers are usually mul- 
tiple, on the basis of a proliferated, inflammatory con- 
dition, as described by Warthin, producing defects on 
x-ray examination like carcinoma. Eighty per cent of 
such cases have an associated achlorhydria or achylia. 
Circumscribed single lesions may obtain, though they 
are extremely rare. I have reported one such case 
from this series. 


Dr. Verbrycke (closing)——To those who have pet 
theories as to the cause of ulcer I might say that if we 
knew all the features which tend to produce and cause 
recurrence of ulcers we should have 100 per cent cures. 
We are dealing now with a residue, or the cases which 
are not cured by the usual methods of treatment. 

Dr. Simon states that peptic ulcer is as liable to recur 
after operations as after medical treatment. He is almost 
correct. There is only about 10 per cent difference 
between a straight operation and straight medical treat- 
ment in permanent cures, but that is the point which 
I wish to make; that surgical treatment is not sufficient 
in itself as a rule. Dr. Witherspoon has emphasized 
the point that we can come closer to 100 per cent of 
cures by combined treatment, if a previous medical 
treatment has failed, than we can by either alone. If 
an operation has been found advisable, it is necessary 
to combine medical treatment with it. Instead of tak- 
ing the patient after he is discharged from the hospital 
and keeping him under observation for a year or longer, 
the medical man should have the patient immediately 
after the operation, and forget in the treatment that an 
operation has been performed. 

At present we are in plain, uncomplicated duodenal 
ulcer, obtaining between 90 and 95 per cent perfect 
cures. The relief part has been eliminated. There are 
a certain number of people who will remain uncured in 
spite of anything but we feel that we have changed the 
ones who were formerly classified as “improved” into 
“cures.” 


"May 1925 


EVIL RESULTS OF INDISCRIMINATE 
REMOVAL OF TONSILS IN ADULTS* 


By L. J. Moorman, M.D., 
Oklahoma City, Okla. 


For a number of years I have been impressed 
with the fact that many patients who present 
themselves for examination have previously had 
the tonsils removed without receiving the satis- 
factory results anticipated. The symptoms or 
conditions for which tonsillectomy was sought 
or advised have been only partially relieved, 
have remained unchanged, have been aggra- 
vated, or new symptoms have appeared. This 
feeling of disappointment, with reference to 
tonsillectomy on the part of patients seeking a 
general examination, was so impressed by care- 
ful history taking, and the unfavorable in- 
fluence which tonsillectomy may exert over cer- 
tain systemic conditions was so evident, that in 
1920 it was decided that every case giving a 
history of tonsillectomy should be carefully in- 
vestigated and a special notation made on the 
case record. This was done in an attempt to 
ascertain the results of the operation; to es- 
tablish the relationship between the operation 
and the present illness; and to determine, if pos- 
sible, some of the indications and contra-indi- 
cations for tonsillectomy. It was considered 
of greater importance that the necessity for a 
thorough general examination before operation, 
even though the tonsils bear unmistakable marks 
of disease, should be established. 


The study covers 1533 routine case records 
showing 403 or 26.3 per cent in which ton- 
sillectomy is recorded. Of the 403 cases~ the 
age at the time of operation is unknown in 22 
or 5.4 per cent; 52 or 13 per cent were oper- 
ated upon before they were 10 years of age; 34 
or 8 per cent were between 10 and 15; 59 or 
14.6 per cent were between 15 and 20; the re- 
maining 236 or 58.5 per cent were operated 
upon after the age of 20. It is well to remem- 
ber that we are considering chiefly cases oper- 
ated upon in adult life, as 58.5 per cent occurred 
after 20 or 73.2 per cent after 15. The youngest 
at the time of operation was one year, the oldest 
72. The average time between the date of ton- 
sillectomy and the first examination was 3 
years; 120 or 29.7 per cent were males and 283 
or 70.3 per cent were females. One hundred 
and sixty or 39.4 per cent gave a history of 


*Read in Section on Medicine, Southern Medical Asso- 
ciation, Eighteenth Annual Meeting, New Orleans, La., 
Nov. 24-27, 1924. 
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tonsillectomy under general anesthesia, 82 or 
20.3 per cent under local. In 161 or 40 per cent 
the record does not mention anesthesia. The 
reasons for removal of tonsils as stated by the 
patients were as follows: previous attacks of 
tonsillitis 167 or 41.4 per cent; previous sore 
throat not described as tonsillitis 52 or 13.9 per 
cent; enlarged and infected tonsils 65 or 16 per 
cent. In 129 the following conditions were 
named as reasons for removal of tonsils: pre- 
vious rheumatism, 39; run-down condition or 
toxemia, 18; cough, 9; susceptible to colds, 8; 
hay fever, 5; earache, 5; fever, 3; nervousness, 
3; headache, 3; hemoptysis, 2; pain in chest, 
2; cervical adenitis, 2; erythema multiforma, 
1; pain in legs, 1; pain in shoulders, 1; eye 
trouble, 1; goitre, 1; bronchitis, 1; asthma, 1; 
difficult swallowing, 1; high blood pressure, 
1; loss of weight, 1; throat ached and throbbed, 
1; bad breath, 1; stomach trouble, 1; fad, 1; 
nasal discharge, 1; and the reason for removal 
was not given in 14 cases. 


The onset of the present illness or the symp- 
toms which caused the patient to seek advice 
appeared before the tonsillectomy in 184 or 45.6 
per cent, after tonsillectomy in 204 or 50 per 
cent. The onset is not clear in 15 or 4.1 per 
cent. 

The condition of the throat after operation 
was improved in 195 or 48.4 per cent; not im- 
proved in 183, or 45.4 per cent; worse in 25, 
or 6.1 per cent. The patient’s general condi- 
tion after operation was improved in 152 or 37.7 
per cent; not improved in 184 or 45.6 per cent; 
worse in 67 or 16.6 per cent. Tonsillar tissue 
was found in 49 or 12 per cent. A second 
operation was performed in 8, or 2 per cent, 
and three operations were performed in one. 


The diagnosis in the 403 cases was as follows: 
pulmonary tuberculosis stage one, 178, or 44 
per cent; pulmonary tuberculosis stage two, 57 
or 14 per cent; pulmonary tuberculosis stage 
three, 23 or 5.7 per cent; tuberculosis of the 
hilum 18, or 4.4 per cent; tuberculous cervical 
adenitis, 1; non-tuberculous bronchitis 31 or 
7.6 per cent; bronchiectasis 12 or 3 per cent. 
In 45 the diagnosis was as follows: mitral dis- 
ease, 5; hay fever, 3; bronchial asthma, 5; 
toxic thyroid, 2; essential hypertension, 2; 
spastic colon, 3; chronic appendicitis, 2; chole- 
cystitis, 2; pulmonary abscess, 3; diabetes mel- 
litus, 1; pleurisy, 1; acute cold, 1; functional 
heart murmur, 1; hypertrophied tonsils, 1; 


erythema multiforma, 1; chronic nephritis, 1; 
gastric ulcer, 1; pyorrhea, 1; . postdiphtheritic 
paralysis, 1; aortitis, 1; acute retinitis, 1; non- 
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tuberculous cervical adenitis, 1; intestinal sta- 
sis, 1; subacute pharyngitis, 1; no trouble 
found, 3; diagnosis not made, 14; under ob- 
servation, 24. 


DISCUSSION 


One of the greatest handicaps in the evalua- 
tion of surgical results is the lack of “follow-up” 
facilities.- This applies particularly to the work 
of nose and throat specialists. The patients are 
usually referred for tonsillectomy and remain 
under the observation of the operator only a few 
days. As a consequence the ultimate results. of 
tonsillectomy have not been well studied and 
the indications and contra-indications are not 
clearly established. Nearly all recent literature 
on this subject refers to tonsillectomy in chil- 
dren. In many cases the period of observation 
has been short and the study, which is necessa- 
rily superficial, applies chiefly to local results 
(relief or obstructive symptoms) and the im- 
mediate systemic effects. 

The figures given above may be considered of 
special value because they deal chiefly with 
adults and because they represent a summation 
of results on an average of 3 years after the 
date of operation. It is admitted, however, that 
this group of cases does not constitute a fair 
representation of the ultimate results of tonsil- 
lectomy in general, since it deals only with indi- 
viduals who have found it necessary or advis- 
able to seek medical advice. Nevertheless, it 
furnishes material for much serious thought as 
the following discussion will show. 

(1) It is interesting to note that 403 or 26.3 
per cent of all cases coming for examination 
have had tonsils removed and that 295 or 73.2 
per cent were operated upon after reaching the 
age of puberty. This would indicate that tonsil 
removal is quite common, even among adults 
where the indications for removal are not so 
clearly defined as in children. 


(2) Of equal interest is the fact that 70.3 
per cent of this series were females. We nat- 
urally ask, are diseased tonsils and the alleged 
tonsil effects more common in the female than 
in the male? Available statistics are peculiarly 
quiet on this subject, with one exception. Tur- 
ley! discusses at some length the fact that 
nearly two-thirds of his series were females. 


(3) The various reasons why tonsils are re- 
moved constitute a fertile field for discussion but 
must be passed with only brief comment. It 
seems that the best results are experienced in 
those cases where tonsils are removed for the 
relief of obstructive symptoms, but the removal 
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of tonsils is nowise limited to cases with such 
indications. Coakley and Pratt,? reporting 960 
cases, were able to list 55 “systemic conditions” 
as reasons for tonsillectomy. This alone is suf- 
ficient proof that the indications for operation 
are not clearly defined. 


(4) Under diagnosis we find that 277 or 68.7 
per cent of the total number are listed.as tuber- 
culous and in 131 or 47.5 per cent the onset 
apparently preceded the tonsillectomy. In many 
cases the tonsillectomy was advised because of 
systemic conditions and the results were often 
disappointing because the symptoms erroneously 
attributed to the tonsils were aggravated by the 
anesthesia and the shock of operation. In other 
cases where tuberculosis was quiescent or ar- 
rested, there is historic evidence of reactivation 
of the old tuberculous process. These statements 
do not necessarily imply that the tonsils should 
not have been removed, but they do serve to 
emphasize the fact that such cases should be 
thoroughly examined and, if possible, the con- 
dition diagnosed before operation and then if 
tonsillectomy seems advisable, proper safeguards 
should be instituted in behalf of the patient, 
such as preliminary preparation, choice of anes- 
thetic (preferably local) and proper aftercare. 
With these precautions surgical procedure in such 
cases may be made fairly safe. 

(5) The records show that 183 or 45.4 per 
cent of the 403 patients claimed that the throat 
was not improved by the operation and in 25 or 
6.1 per cent the throat was made worse. In 184 
or 45.6 per cent the general physical condition 
was not improved while it was made worse in 
67 or 16.6 per cent. According to these figures 
less than 50 per cent of those having tonsillec- 
tomy were perceptibly benefited. In spite of the 
seeming significance of these figures, final judg- 
ment should be withheld until other groups can 
be studied and larger numbers considered. 


CONCLUSIONS 


(1) Tonsillectomy should be considered a 
major operation requiring months for complete 
convalescence, and should be employed only 
when indications are fairly clear and of suffici- 
ent significance to justify such a procedure. 


(2) Since the local appearance of the tonsils 
and the bacteriological studies before and after 
removal have failed to aid materially in the 
establishment of accepted indications and contra- 
indications for removal, it seems advisable to 
have a concerted effort on the part of nose and 
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throat specialists and internists for a more de- 
tailed and intensive clinical study of all cases 
including a close “follow-up” with the hope of 
developing some uniform standards by which 
we may be guided. 

(3) It is generally understood that any opera- 
tion of consequence especially where a general 
anesthetic is contemplated, should be preceded 
by a thorough physical examination. This ap- 
plies to tonsillectomy if we are to judge from 
the figures given in this paper, especially if ton- 
sillectomy is being considered because of some 
systemic condition or symptom. 

(4) Since the toxemia of incipient or chronic 
pulmonary tuberculosis with the accompanying 
throat irritation often prompts the unsuspect- 
ing victim to consult a throat specialist and 
since the operation in such a case involves more 
risk than in almost any other condition giving 
rise to symptoms of toxemia, all cases present- 
ing such symptoms should be kept under obser- 
vation until a diagnosis is made regardless of the 
condition of the tonsils. Where doubt still ex- 
ists, after such study, the best available diag- 
nostic talent should be called in consultation. 
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DISCUSSION (Abstract) 


Dr. Stewart R. Roberts, Atlanta, Ga—I presume we 
are all committed to the doctrine of focal infection 
which is, so far, America’s greatest contribution to 
medicine. The question. in each case is how far each 
one of us is committed to the doctrine in so much as 
relates to the treatment of our patients. One individual 
says that there is no such thing as a good tonsil in a 
child and rarely in an adult. That individual is com- 
mitted to the doctrine of focal infection and he will 
probably advise all the tonsils to be removed in the 
children that he sees and as many in adults as will per- 
mit tonsillectomy. It is well to remember that the 
science of bacteriology is in its childhood, and the doc- 
trine of focal infection in its infancy. 

A physician should have clear-cut in his mind the 
reason for advising tonsillectomy. As I see it, there are 
three or four reasons: first, one or more previous at- 
tacks of acute tonsillitis; second, continuous complaint 
of an infected throat; third, probable, possible or sus- 
pected connection between infected tonsils and some 
state of infection distal in the body, such as a chorea, 
an acute rheumatic fever, an arthritis or some other 
condition. Those probably cover the reasons for the 
removal of tonsils ordinarily in the minds of most of us. 

There is no question that we are in an age of tonsil- 
lectomy. Further, there is no question that many of us 
probably advise tonsillectomies without good logical 
hope that a tonsillectomy may remove a focal infection 
that may possibly aid the patient. Benjamin Rush 


we aw we 


Vol. XVIII No. 5 


started the doctrine of focal infection in about 1800, 
and I can imagine that the mouth of the early resident 
of the colonial United States was not a very clean 
mouth. Whether we have gone too far or not, whether 


* we have gone far enough, it will probably take the next 


fifty years to answer. 

Among the problems Dr. Moorman raised these two 
appealed to me most: first, that many patients have a 
tonsillectomy without a previous thorough physical ex- 
amination, particularly of the lungs. The operation 
should be preceded by a thorough physical examination, 
including the lungs, which are probably the most neg- 
lected organs in the body. In the second place, a tonsil- 
lectomy in the adult is a more serious operation than 
the average laryngologist gives it credit for being. I 
have seen many patients who were two weeks and 
longer convalescing. 

Our present custom is to wait until the tonsil calls 
the physician, to wait until there is something referable 
to the tonsil. May not the time come when the physi- 
cian will call the tonsil in the child, and the removal 
of the tonsil will be considered a sine qua non of pre- 
ventive medicine? May the time not come when the 
removal of the tonsils in a child will be considered more 
or less of a routine? And I realize that the word 
routine is more or less repulsive to the average internist. 
May not the time come when the tonsils will be re- 
moved in the child three, four, five or six years of age 
before the danger of focal infection arises? 


Dr. J. W. Jervey, Greenville, S. C—It is a lamen- 
table fact that quite as many perfectly innocuous ton- 
sils are led to the sacrificial altar of the “Six-Weeks’ 
Specialist’s”’ enthusiasm and commercialism as are 
enucleated in the real honor and glory of a great pro- 
fession and for the benefit of a suffering mankind. 


The figures which Dr. Moorman has given us with 
regard to the proportionate number of males and 
females, and of those complaining of such results after 
tonsillectomy, do not entirely coincide with mine. Of 
the last 1211 tonsillectomies in our practice, 722 were 
in adults, and the remaining 489 in children, accepting 
Dr. Moorman’s classification of the adult as being 15 
years of age or over. Of these adults 340 were males 
and 382 females. 

Unfortunately, I, like many other operators, have 
never taken the trouble or the time to investigate end 
results, but since reading Dr. Moorman’s paper I am 
going to take the trouble to follow up these adult cases 
with special inquiry as to the subsequent events. The 
indiscriminate removal of the tonsil is quite as deplor- 
able and reprehensible as the indiscriminate removal of 
an appendix or any other organ. 

There are some things on which we are all agreed, 

(1) All tonsils are not diseased tonsils. 

_ (2) All diseased tonsils should be enucleated (bar- 
ring contraindications). 

(3) The absence of tonsil tissue, whether achieved 
by Nature or by interference, is of no consequence to 
the individual adult. 

(4) The surgical removal of the tonsil is, ipso facto 
and prima facie, attended with some risk. 

(5) The risk of enucleation of the diseased tonsil 
(again barring contraindications) is less than the risk 
of retention. 


(6) The removal of the diseased tonsil is often pro- 
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ductive of brilliant results; but it is certainly often dis- 
appointing. 

(7) The experienced laryngologist should be able to 
recognize the diseased tonsil. Others should forego the 
attempt. 

The general profession is too prone to regard the op- 
eration of tonsillectomy as a minor procedure. I can- 
not make it too plain to you, or assert it with too much 
emphasis, that the enucleation of the tonsil is a major 
operation. Every tonsillectomy case should be hospis 
talized, certainly for a few days. The office tonsil- 
lectomy is done, not from conviction but for expediency. 


Among the contraindications of the operation are 
acute infections anywhere in the respiratory tract, 
hemophilia, excessive blood pressure, active tuberculosis, 
extreme old age, marked adynamia from concurrent 
disease, advanced pregnancy, and lactation. 

Hemorrhage, lung abscess, cellulitis, middle ear 
abscess and mastoiditis with its complications, and other 
infections, cicatricial constrictions, voice impairment 
are some of the things that the incompetent operator 
may seriously consider he is likely to meet with, and 
for which among other things, he may awake to find 
himself directly responsible. It is a field where careless- 
ness or incompetence demands a heavy toll, and where 
even the most: skillful of operators must have a certain 
percentage of, to say the least, unsatisfactory results. 


Dr. W. W. Rucks, Oklahoma City, Okla—I can see 
no reason why a person suffering from tuberculosis 
might not be relieved from a focal infection which 
might come from diseased tonsils, which handicap may 
interfere with recovery from the graver diseases. I have 
long advocated that in combating tuberculosis all pos- 
sible foci of infection be eradicated. 


The symptoms from tonsillar infection in the tuber- 
culous may be similar to those in non-tuberculous 
people and require similar treatment. We must have 
our tuberculous patient under the most favorable ex- 
ternal surroundings, and we should endeavor to remove 
all internal infections which might be serving further to 
reduce the vitality. 


Dr. Allen H. Bunce, Atlanta, Ga—The gross appear- 
ance of the tonsil tells us very little of its real pathol- 
ogy and of the infection which it may harbor. We 
make a routine bacteriological and pathological exam- 
ination of all tonsils removed from our patients. Often 
the most innocent looking specimens will show erosion, 
ulceration, round cell and leukocytic infiltration and 
occasionally necrosis deep down in the crypts when the 
surface appears perfectly normal. The mouth is the 
principal focus of infection in the body and the tonsil 
is second in importance only to diseased teeth. 

We have never yet regretted advising a patient to 
have diseased tonsils removed but, on the other hand, 
we have regretted delaying this advice in a number of 
cases. We have seen no ill effects from their removal. 


Dr. William R. Kirk, Hendersonville, N. C—I was 
glad to hear Dr. Moorman call attention to the danger 
of removal of the tonsil in the tuberculous and I think 
he has rightly attributed one of the principal causes of 
the bad effects in these cases to the anesthetic. And he 
recommends local anesthesia should be given preference 
over general. The rapid evaporation of the ether in 
the bronchial mucous membranes gives bad results 
from ether anesthesia. We can safely operate upon 
the tuberculous with colonic anesthesia. The membrane 
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of the colon takes up the ether and carries it to the 
lung in a warm state, and it has not the same irritat- 
ing effect upon the mucous membrane. 


Dr. J. A. Stucky, Lexington, Ky—Many laryngolo- 
gists have been accused of indiscriminate removal of 
tonsils, and the internists have too frequently de- 
manded that we remove tonsils the pathology of which 
was doubtful. Frequently, in adults over 30 years of 
age we do not see the real results of tonsillectomy 
until after one or two years. 

Tonsillectomy has been a fad for the last few years. 
We have been swept off our feet by focal infection. No 
lymphoid tissue should be removed until it has been 
definitely proved, as far as it can be proved by exclu- 
sion, that it is the focus of infection. Tonsillectomy is 
a spectacular operation. The immediate results are 
usually spectacular. For the first two or four weeks 
even after an operation on a child the results are usually 
most satisfactory, because for the first two to five 
weeks after tonsillectomy its metabolism is changed. 
It has to eat a certain kind of food and eat it slowly. 
It does not begin to have the contraction of tissues of 
the pharynx that results if the operation is performed 
after the patient is 40 years of age. In children en- 
larged tonsils and adenoids are closely allied to a defi- 
ciency disease, and when we get back to first principles 
and feed our children correctly, as I have demonstrated 
in hundreds of children in the Mountain clinics of Ken- 
tucky and in orphan homes where I can regulate the 
feeding, large tonsils and adenoids will frequently dis- 
appear. 


Dr. W. D. Hickman, New Orleans, La—Sometimes 
indiscriminate tonsillectomy is due to the inability of 
the physician to put his finger upon the cause of the 
disease for which tonsillectomy is done. Usually no 
physician can tell whether the tonsil is diseased or not 
until it has been removed and the results have been 
recorded. That is the basis for the large percentage of 
the indiscriminate tonsillectomies. Very often it is 
impossible for me to say whether the condition that I 
am dealing with is due to a diseased tonsil. Very often 
a patient is treated for a period of time with no result, 
and tonsillectomy is done after the physician and con- 
sultants have become desperate. Sometimes a brilliant 
result is observed, and at other times no result at all, 
so that we cannot say when a tonsillectomy shall be 
done until we are quite sure of our diagnosis of dis- 
eased tonsil. The medical profession as a whole is so 
far unable to say when a tonsil is diseased. Hyper- 
trophy of the tonsil means nothing. The working out 
of this milky fluid often means nothing. A culture of 
the tonsil showing a streptococcus means nothing. And 
until we are able to say definitely, by some proper 
method, that this tonsil is diseased and this one is not 
diseased, we will continue to have indiscriminate ton- 
sillectomies. 


Dr. O. Torbett, Marlin, Tex—I live in a health 
resort where the cases are usually rheumatic and in 
a run-down condition. We give them a thorough ex- 
amination and if they are tuberculous send them home. 
I feel that tonsillectomies make tuberculous patients 
worse or do not give them the results they expect. 
The majority of our patients are grown people, many 
50 and 60 years of age. None are negroes. Practically 
all of these rheumatic and generally anemic patients, 
without tuberculosis, if the tonsils are found infected 
and removed, are greatly improved. In some of them 
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there is magic improvement. Very few have no benefit 
and still fewer have bad end results. A few have com- 
plained of a dry mouth or a little pain, but of nothing 
serious. In fourteen years we have had no fatalities. 
We always select our cases carefully and examine the - 
urine, blood and coagulation time. 


Dr. Eugene R. Van Meter, St. Louis, Mo—Multiple 
focal infection has been omitted from this discussion. 

In cases like those referred to by the author, it is 
doubtful that we can ever confine the source of infec- 
tion to any one focus, such as the tonsil, because we 
seldom see in nose and throat infections a primary, 
single, focal infection. 

Where you find the tonsils infected, diligent search 
should be made of the teeth and the nasal accessory 
sinuses for other septic foci. The reason we get poor 
results following tonsillectomy in this group of cases, 
is that we fail to search out and remove all possible 
foci of infection. 


Dr. Moorman (closing) —My chief purpose in pre- 
senting this paper was the necessity of regarding tonsil- 
lectomy as a major operation to be preceded by a gen- 
eral examination, and followed by continued observation 
and study of the cases in the hope that we may deter- 
mine ultimate results. The study should be a coopera- 
tive one, the internist and the surgeon participating in 
the study in the hope of. determining some definite 
indications for the operation. 

The question was asked, are tuberculous patients 
relieved of the symptoms for which the tonsils were 
removed? Tonsils in such cases are usually removed 
because of symptoms arising from the tuberculous con- 
dition—in other words, the symptoms of toxemia. In 
such cases the patients are not relieved because the 
tonsils had nothing to do: with the symptoms. 


. 


ANGINA PECTORIS* 


By R. B. McBripg, M.D., F.A.C.P., 
Dallas, Tex. 


Deaths from tuberculosis and cancer are pro- 
portionately growing less, thanks to the wonder- 
ful educational campaigns that have been waged 
against these dread diseases. However, car- 
diovascular conditions are on the increase and 
and have reached such proportions in our mor- 
bidity columns that one-half the life insurance 
rejections today are due to cardiovascular dis- 
ease. 

One of the most distressing phases of cardio- 
vascular disease is angina pectoris. Patients 
with this complication at times suffer most 
acute physical pain, and during the interval be- 
tween attacks live in mortal dread, as nothing 
is so suddenly or unexpectedly fatal. There is 
no physical condition with which we have to deal 
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that presents at times such difficulties of diag- 
nosis. Often the most careful cardiovascular 
examination will reveal nothing abnormal even 
in patients whose lease on life is very short. It 
is only by taking very careful histories and un- 
derstanding the nature of this affection that 
one may diagnose these cases as they present 
themselves. 

Angina pectoris is characterized by paroxys- 
mal attacks of more or less severe pain, usually 
substernal or pectoral in location, and by certain 
other subjective phenomena. Concerning the 
cause of these symptoms there have been col- 
lected from the literature 84 reasons or theories, 
the most plausible of which are those advanced 
by Mackenzie and Sir Clifford Allbutt. Sir Clif- 
ford Allbutt says angina pectoris is a disease and 
not merely an entity or syndrome. He attributes 
the symptoms in 90 per cent of cases to disease 
of the thoracic aorta, especially of its outer coat. 
Mackenzie regards exhaustion of the heart mus- 
cle and its association with coronary artery dis- 
ease and myocarditis as the basis of the symp- 
toms. Without attempting to say which theory 
may be correct it is interesting to note in this 
connection that only about 24 per cent of cases 
autopsied showing unquestioned sclerosis of the 
coronary arteries were previously diagnosed an- 
gina pectoris, and in cases of advanced coronary 
sclerosis, 99 per cent show also aortic disease. 


The pain of angina pectoris is usually occa- 
sioned by muscular or nervous effort. Running, 
or even walking rapidly, or walking against a 
cold wind, climbing stairs or stooping over may 
occasion an attack. Emotion, such as great 
pleasure, or excitement, may be equally as po- 
tent in producing severe pain, and no less a per- 
son than John Hunter lost his life in a fit of 
anger. 

When the pain occurs the patient usually stops 
and stands or sits motionless until the attack 
has passed. If the pain be severe there is 
usually a feeling of impending danger or death. 
The features are pinched, and there is pallor and 
sweating. The arms are usually held close to the 
chest wall, and often the hand is across the chest 
or over the heart. 

The pain is described in most text books as 
arising in the precordium and radiating usually 
into the left shoulder or left neck, and down the 
left arm. In our experience the pain most often 
arises under the upper half or third of the ster- 
num and radiates to areas supplied by the 
eighth cervical and first and second dorsal seg- 
ments of the cord. It is sharp and stabbing in 
character, and there is a feeling of heaviness, 
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constriction or tightness, never an expansile sen- 
sation as is often experienced in gall bladder 
disease. In the past six years in our clinic, two 
of us have seen 34 cases of true angina pectoris. 
Twenty-five of the cases described their pain 
as being substernal, 8 precordial, 7 epigastric, 6 
into the left arm, 4 into both arms, 2 in the right 
arm, 2 in the left hypochondrium, and 1 in the 
left wrist. 


There is no dyspnea and breathing is shallow, 
usually of the abdominal type. It has been my 
fortune to observe the pulse rate and blood pres- 
sure in three individuals in typical anginal at- 
tacks. In all the pulse rate was much slower 
than normal, becoming more rapid when relief 
was obtained by nitrites. Systolic blood pres- 
sure rose in each case above the patient’s normal 
until nitrites were given. As relief was being 
obtained the pressure fell 30 to 40 millimeters to 
rise again after a variable period of time to 
slightly above the normal for the individual. One 
case, a heavy man of 52 years, who had most 
severe pain with an overpowering feeling of im- 
pending death had, during the paroxysm, a sys- 
tolic blood pressure of 245, and diastolic blood 
pressure 140. In the intervals between attacks 
his pressure was systolic 140 to 150, diastolic 
100 to 110. 


As for sex: Males are more often affected 
than females. In our series there were 25 males 
and 9 females, which is a bit higher percentage 
of females than is usually reported. Our young- 
est patient was 38 years of age, the oldest 76 
years of age, with an average of 59 years of age. 
There was one case between the years of 30 and 
40; 8 cases between 41 and 50; 14 cases be- 
tween 51 and 60; 9 cases between 61 and 70; 
and 2 cases over 70 years of age. 

Syphilis is always to be considered in, cases 
beginning before 45, while general arteriosclero- 
sis or myocarditis is usually associated with those 
cases over 55 years of age. 

Angina is not so fatal in young people owing 
to the better condition of the myocardium and 
arteries, and many patients may find comfort 
in knowing that the average duration of life is 
greater in those having a pressure over 180 mil- 
limeters of mercury than under this figure. 
Patients with a pressure of 180 and over lived 
on an average of 4 1/7 years as against 3 1/2 
years in cases where pressures were below this 
figure. 

The blood pressure estimates in our series 
taken in an interval were: systolic, lowest 110, 


highest 200, with an average of 143; diastolic, 
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lowest 65, highest 120, average 90. Associated 
conditions were myocarditis, 23 cases; general 
arteriosclerosis, 15 cases; oral sepsis, 13 cases; 
aortitis, 7 cases, and syphilis 1 case. 

The cause of death in angina pectoris is attrib- 
uted by many to coronary occlusion with result- 
ing ventricular fibrillation and cessation of 
function, while Allbutt says it is due to vagus 
inhibition occasioned by severe pain. Most 
often patients with angina die during the pain of 
an attack, but they die after the pain has ceased. 
Our case, 38 years of age, was awakened one 
night with most intense pain, which was relieved 
by nitroglycerin and morphin. Just as the at- 
tendant was leaving, thinking the patient was 
comfortable and over his attack, he fell on the 
pillow, dead. 

The difficulties of diagnosis were well illus- 
trated by this last case. He went to the sea 
shore and rested. A. good internist there told 
him his heart was good and he need have no 
fears, yet he died the night he returned home. 
He looked well indeed, pulse was regular and 
apparently normal, but his blood pressure was 
systolic 175, diastolic 90. He had definite sub- 
sternal pain on exertion or emotion, which was 
usually relieved by rest. 

A very fine physician of our state went East 
a few years ago to one of the good medical clin- 
ics and was told his heart was good, but that he 
needed rest, and to stop smoking. He died of 
angina pectoris less than one month Tater. 

I heard, a few months ago, a successful prac- 
titioner say that he had practiced medicine over 
25 years and had never seen a case of angina 
pectoris. This physician probably had cases of 
acute indigestion or the like. 

No severe pain in the thorax or abdomen 
occasioned by exercise or emotion, and relieved 
by rest, should be considered other than angina 
pectoris until proven otherwise. Myocarditis or 
arteriosclerosis or evidence of aortitis with this 
make the diagnosis almost certain. Thayer made 
the diagnosis of angina pectoris in a patient who 
had a sharp pain in the right canine teeth during 
exertion that was relieved by rest, but who 
otherwise appeared normal. The patient subse- 
quently developed typical attacks of angina pec- 
toris and died in one of them. 

The treatment of angina pectoris resolves it- 
self into treatment of the attack, and treatment 
of the patient in the interval. 

For the attack vaso-dilators such as amyl 
nitrite or nitroglycerin are of service unless the 
blood pressure be low, when they apparently 
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have no effect. Aromatic ammonia with or with- 
out Hoffman’s anodyne, is often an excellent 
remedy to relieve pain and spasm. Morphia is 
very good, and atropin cuts off the vagus inhibi- 
tion on the heart. Fifteen to 30 minims of 
Livingston’s ergot hypodermically, 1 dram of 
ergot, 3 minims of chloroform and 3 grains of 
chloreton to the ounce of water, is said often to 
prove effectual when other measures have failed, 
and particularly those in cases of low blood pres- 
sure. 

Between the attacks syphilis should be treated 
by mercury and iodides and cautiously by % 
or % of the ordinary doses of the arsenicals. In 
our syphilitic case larger doses of arsenical would 
precipitate attacks. Smaller doses were bene- 
ficial. 

Arteriosclerotic cases and cases of myocarditis 
should have treatment appropriate to such con- 
ditions, paying particular attention to intestinal 
putrefaction and elimination. A dry diet is to 
be recommended. Sodium or potassium iodid 
is recommended for all cases whether syphilitic 
in origin or not. Benzyl benzoate is used, also 
quinin and urea. 

And last, but not least, rest, physical and 
mental, is needed. Patients with angina pec- 
toris should be put to bed, preferably on a back 
rest, until all symptoms of angina are gone. This 
will usually be accomplished in a few weeks, but 
it will be worth while even if, as in one of All- 
butt’s cases, it requires five months. 


DISCUSSION (Abstract) 


Dr. Bryce W. Fontaine, Memphis, Tenn.—Angina 
pectoris is not a rare syndrome, but one that is con- 
stantly occurring in the practice of every physician. It 
is often overlooked, especially if we fail to pay due 
attention to paroxysmal substernal or pectoral pain in- 
duced by exercise, excitement, anger, etc., and relieved 
by rest. It should be looked for in patients between 
40 and 60, in connection with syphilis, hypertension, or 
arteriosclerosis. 

Despite the opinions of Allbutt, Mackenzie and others, 
I believe that angina pectoris is merely a syndrome. 
Occurring as it does, with such varying pathology, in 
aortitis, aneurysm, valvulitis, thrombosis of the coro- 
nary arteries, mitral stenosis, adhesive pericarditis, etc., 
it is difficult to believe the condition a definite entity. 

In making a diagnosis of angina pectoris, we should 
be very frank with the patient’s family, explaining the 
possibility of sudden death in an attack, and the pa- 
tient should be cautioned against the exciting causes. 

In individuals past middle life, showing any of the 
symptoms, a diagnosis of a normal heart should not 
be made unless the organ is normal to physical exam- 
ination, roentgenological examination, and the electro- 
cardiograph. Some cases are unusual in that the con- 
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stant signs are shown only by the electocardiograph. 

My experience with medical treatment has been in 
accord with that of Dr. McBride. I would certainly 
hesitate to suggest surgical measures, for while the pain 
might be lessened, the trophic disturbances could be 
such as to cause the patient more distress than the 
original condition. 


Dr. J. E. Montgomery, Stamford, Texas—I see a 
number of these cases in colored families, and find 
that syphilitic treatment is necessary in a considerable 
percentage. I am not quite in accord with the Doc- 
tor’s conclusion as to dosage. It is my custom to use 
a smaller dose for the colored patient than. I would 
give ordinarily. Southern whites require arsphenamin 
and it is my practice to use the arsenicals in a 
gradually increasing dose, determining their tolerance 
and working up to a dose of about 1.5 decigrams less 
than we would give under ordinary circumstances. 

The essayist touched very lightly on benzol ben- 
zoate, which in my hands has been very good in re- 
lieving the pain of the paroxysms. It is unfortunate 
that we cannot say what cases will be relieved by this. 
The only way to determine it is by trying it, and it 
has never done any harm that I know of. 

We have touched rather lightly upon the debatable 
ground of electrocadiograms. The findings of Willis 
are most extraordinary.. The inversion of the T-wave 
is something on which all of his colleagues lay very 
great stress. The inversion of the T-wave in cases 
that are practically identical very much complicates 
the prognosis. The cases very rarely live a year that 
show inversion of the T-wave. 

They have worked out a series of cases of identi- 
cal clinical symptoms, one series with the T-wave and 
one without, and a very different prognostic outlook 
was found in the two series. 


Dr. Douglas VanderHoof, Richmond, Va—I would 
like to speak of the prophylactic action of nitroglycerin 
in preventing the attack under circumstances in which 
an attack is apt to occur. This was brought to my 
attention first in the case of a surgecn of Virginia, who 
was subject for six years to very definite and severe 
attacks of angina pectoris, coming on characteristically 
when he exerted himself. Our experience has not con- 
firmed the observation that the nitrates have very 
little effect on patients with normal blood pressure. 
The use of nitroglycerin seemed as effective in re- 
lieving attacks in individuals with normal blood pres- 
sure as in those with hypertension. 

This surgeon was so crippled by his disease that he 
was unable to walk a city block, without suffering 
severe pain. He found, however, that if he placed 
1/50 of a grain of nitroglycerin beneath his tongue 
before starting his walk the attack was prevented. 
This was of great value in traveling. He found that 
he could walk the distance of the station platform 
without distress by using the nitroglycerin. It is very 
helpful to instruct patients suffering from this dis- 
ease as to the use of nitroglycerin and we have had 
the opportunity of demonstrating its so-called pro- 
phylactic action in many instances. 


Dr. Maurice B. Pincoffs, Baltimore, Md—I have 
seen three fatal syphilitic cases in which autopsies were 
obtained. In all three there was a condition of very 
marked syphilitic aortitis and a definite involvement 
of the coronary orifices which was reduced to pin- 
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point size. I have seen a considerable number of 
autopsies on cases of syphilitic aortitis; I have never 
seen the clinical association, during life, of angina and 
simple syphilitic aortitis without involvement of the 
coronaries. 

Arsphenamin has a distinct danger in syphilitic angina 
ind in syphilis of the aorta and heart generally. We 
— had two deaths following the use of arsphena- 

in in such cases. One was a case of tabes which 
had in association a syphilitic aortitis and aortic insuf- 
ficiency. That patient received a full dose of arsphen- 
amin. He had had two previous doses without in- 
jury, but died apparently of cardiac disease within two 
hours after the third dose. The other case we treated 
with caution some years later. We gave one-tenth of 
the dose of arsphenamin and the patient died in a 
very severe attack six hours following. the injection. 
I believe at Hopkins they have had three deaths fol- 
lowing the use of arsphenamin in these cases and have 
abandoned its use, as we have. 


Dr. McBride (closing).—I am glad Dr. Pincoffs em- 
phasized the danger of arsenic in these cases. From my 
own experience and from what information I can 
gather from the literature, it is best to begin with 
small doses of the arsenicals and gradually and care- 
fully to increase the dose up to one-half to three- 
fourths of what would ordinarily be given in other 
cases of lues. 

The question of benzol benzoate is one that has been 
discussed pro and con when other similar manifestations 
of spasm and pain have come up. I have seen no good 
from its use. We have pushed it to 80 to 90 grains 
a day for an individual and apparently it did no good. 

I do not believe nitroglycerin is of value in cases 
with low blood pressure. One of our patients had a 
blood pressure of 245 during his attack which came 
down to 145-150. In the attack nitroglycerin did this 
patient a great deal of good. However if the pa- 
tient has a low blood pressure and does not have his 
blood pressure materially raised during an attack the 
nitrites are of no value. 

Angina pectoris is an important problem and I would 
have liked to touch upon other things that have in- 
terested me in connection with it. 


ECZEMA IN INFANTS* 


By D. Lesesne Situ, M.D., 
Spartanburg, S. C. 


This subject is demanding the attention of 
some of the leading pediatricians of America and 
Europe. While nothing conclusive has been de- 
veloped there is a feeling among many that we 
are beginning to get something tangible out of 
the whole mass and many of the old ideas are 
being abandoned. So far no certain or definite 
conclusion has been established as to its cause. 
The dermatologists are in favor of discarding 
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the term eczema and classifying the condition as 
dermatitis. 

Eczema is a difficult disease to study, be- 
cause its course is extremely variable. It comes 
and goes, gets better and worse, not only on dif- 
ferent days but at different times on the same 
day, and it has a tendency to heal spontaneously. 

Eczemas generally begin about the second to 
the fourth month, of infancy, running a variable 
course according to the treatment instituted up 
to the twelfth or eighteenth month when they 
seem to get well. There does not seem to be any 
evidence of sex incidence in the disease. 

The earliest controversies were over the local 
and metabolic nature of the disease. External 
irritation is considered as a factor by all. It is 
considered by some to be the main cause. Cer- 
tainly it plays a large role and has to be given 
serious consideration. Certain peculiar milks, 
such as the milk of nurses who use alcoholic 
beverages or excessive coffee or tea, or of the 
highly nervous, excitable mother may be an eti- 
ologic factor. 

Inheritance of the diathesis seems to have 
been given serious consideration by many. 
Czerny defines the exudative diathesis as a con- 
genital anomaly of the human organism which 
generally involves all the members of the fam- 
ily, but may express itself in a varying degree 
in its several individual members. Transmission 
of the diasthetic predisposition seems to be less 
positive if the dyscrasia runs on the paternal 
side; more definite if it exists on the maternal 
side, and practically assured if it obtains on both 
sides of the family. 

Many cases have occurred in which thyroid 
deficiency was demonstrable which led to the 
formulation of the theory of deficient thyroid as 
a cause. 

Many men have been working on the theory 
of fluctuation of the blood-water level. Lederer 
shows in his experimental work that an eczema 
is moist or dry according to the blood-water 
level. This has not been found a satisfactory 
theory by other men working on this hypothesis. 

Food anaphylaxis seems to offer a certain 
field for study and many men, for example, 
Blackfan, O’Keefe, Shannon and others have re- 
ported cases to substantiate their proof. 

O’Keefe showed that a large percentage of 
breast fed infants suffering from eczema show a 
positive protein reaction. He found that forty 
per cent of these cases were cured by omission 
from the diet of the mother of the articles of food 
to which the infants showed reaction and that an 
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additional twenty per cent were much benefited. 

To demonstrate this, Shannon, in 1921, un- 
dertook a series of experiments to show that egg 
protein is present in breast milk, at least, in 
some nursing mothers. 

O’Keefe says there is sufficient clinical evi- 
dence to support such findings: 

“We have first the very high percentage of positive 
cutaneous tests among exclusively breast fed infants with 
eczema; tests positive to protein which the patient has 
no history of ever having ingested. Such positive tests 
occur among those having eczema in much greater pro- 


portion than among infants not affected with what is 
presumably an allergic condition.” 


Marfan, a French author, concludes that the 
anaphylactic theory has much to support its 
claim in spite of the fact that sub-cutaneous 
injection of milk often fails to cure and pro- 
duces local or general reaction. All of the above 
mentioned theories have to be given due consid- 
eration in the treatment of each individual case. 

Results in the treatment of eczema are very 
fickle. Some cases yield to very simple proced- 
ures such as extending the interval of nursing. 
Others recover only to return and persist in spite 
of everything that is attempted to relieve them. 

In treating eczemas we generally divide them 
into two broad types: the wet or moist, most 
usually observed in the fat breast fed infant; 
and the dry type more commonly seen in the 
artificially fed, under-nourished child. 

In the treatment of all eczemas we have to 
consider first, the general care and feeding of 


’ the child and secondly, local remedies. 


Breast Fed Infants.— Eczema occurs more 
often in these children. They are fat, appar- 
ently well nourished with a history of being 
over-fed and on two or three hour intervals. 
They generally show unmistakable evidence of 
some digestive disturbance which manifests itself 
in the form of colic, intestinal fermentation, etc. 

It is a mistake to wean these children. How- 
ever, this mistake is one that we often find 
made. It is advisable that we go into the diet 
and hygiene of the mother with great pains. If 
we suspect any cause in the diet we should cor- 
rect this; and the mother should be instructed 
to get away from her baby for a certain number 
of hours each day. The interval of nursing 
should be lengthened to four hours, allowing the 
child to nurse from the breast not over five min- 
utes, and giving a complementary bottle which 
is low in fat and sugars. 

The mother’s breast should be expressed after 
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each nursing, to prevent drying up of the breast 
milk. 

The child should be given sufficient water be- 
tween nursings. Sodium bicarbonate may be 
added to this water, about thirty grains a day, 
to keep the urine alkaline. 

The hands of the infant should be restrained 
to prevent scratching. This is done in various 
ways by different means. The best method is to 
put on well-fitting cuffs around the elbow. 
These cuffs are about four inches long, are made 
of stiff cardboard, and are retained in place by 


’ tape or adhesive plaster. In many cases it is 


well to further restrain the arms by pinning the 
sleeves to the bed clothes. 


Local Treatment.—The child should not be 
cleansed with water but an oil should be used, 
preferably a hydrocarbon. The child should 
not come in contact with any irritating sub- 
stances such as wool or rough garments. It 
should not be taken out in excessive wind. Coal 
tar is very successful in curing this type of ec- 
zema and since its introduction by Dr. White it 
has been universally adopted by most men. 
Some use the crude coal tar by painting it on 
with a cotton swab. However, equal parts of 
crude coal tar and zinc oxid ointment seem to 
be more favorable. This should be applied 
twice a day or more often, if necessary. It 
rarely takes over two or three days for the oozing 
to discontinue, leaving a rather smooth red and 
tender skin which is easily irritated if either 
rubbed or scratched. At this stage a bland pro- 
tecting ointment should be used. The child 
should not be exposed to the sun rays while it 
has the tar on its face. 


Dry and Acutely Inflamed Eczema. — This 
type is found in the bottle fed baby and many 
cases yield readily to a change in the form of 
protein that is being fed. A change from cow’s 
milk to goat’s milk sometimes is sufficient, some- 
times a change from cow’s milk to Nestle’s food. 
In some cases a change from sweet milk to lactic 
acid milk will be sufficient to cause a marked 
improvement. Giving cereals and _ vegetable 
broths in obstinate cases seems to act favorably. 
In the local treatment of this form it is well to 
use a prescription recommended by Hill: Coal tar 
drams one, zinc oxide, starch two drams, vase- 
line two ounces. Hill further states that it is 
important to remember when using any ointment 
not simply to give directions to apply it two 
or three times a day, but to apply it often 
enough so that the irritated surface will be con- 
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tinually covered by the salve, no matter how 
often it has to be applied. 


Seborrheic Eczema—tThis is commonly re- 
ferred to as “cradle cap” or “milk crust.” It is 
usually seen in infants soon after birth. 

It consists of yellowish brown scales or crusts 
over the top of the head and forehead. It seems 
to disturb the mothers from a cosmetic stand- 
point much more than it inconveniences the 
baby. 

The scales if removed reappear in a short 
time. 

The best preparation to use on this is a boric 
acid ointment containing four per cent resorcin. 
Apply the salve for three or four days before 
trying to remove the scales. This is accom- 
plished by using a shampoo with castile soap, 
after which the ointment must be continued for 
several days. 


Eczema Intertrigo—This is often called an 
ammonia dermatitis. It occurs more frequently 
in the folds of the thighs and buttocks and gene- 
talia. 


It is intensely fiery red, usually associated 
with some thickening. It is not usually moist 
but dry generally in character. The best rem- 
edy is to leave off the diaper and expose the parts 
to the air. At the same time apply a protective 
salve on the parts. The tar zinc oxid ointment 
for a day or two, followed by a two per cent 
resorcin ointment, seems to do nicely. In many 
cases I have applied mutton suet very thick to 
protect the surfaces from the irritating effects 
of the urine and feces. 


One authority suggested that this condition is 
due to a chemical action of the end products of 
the action of the bacteria of the feces on the 
urine. He suggested after washing the diapers 
thoroughly that they be rinsed in a one to one- 
thousand bichlorid solution. The bichlorid is 
allowed to dry in the diapers to inhibit the 
growth of the bacteria. 


Infected Eczema.—Frequently secondary in- 
fection occurs. Nothing should be done to cure 
the eczema until this infection is controlled, 
which is best done with repeated application of 
a five per cent ammoniated mercury ointment. 
If boils occur, which is generally likely in the 
scalp, they must be kept, open for drainage. 

In no case of eczema should water be used for 
cleansing purposes until the lesions begin to 
clear, then bran baths should be used. The 
bran bath is prepared by suspending a quart of 
bran in a cheese cloth bag in a bucket of water 
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for several hours, when the water becomes milky. 
Bran water seems to be less irritating than plain 


water. 
Marfan states that: 


“Altitudes over one thousand meters are remarkably 
ameliorative, even in grave cases. During the first five 
or six days following removal to such altitudes, the ec- 
zema may be aggravated, but improvement rapidly en- 
sues. Altitudes of one thousand to one thousand five 
hundred meters are ideal. The stay in the high altitudes 
should be at least four and preferably six weeks. Cure 
or great improvement will follow in eighty-five per cent 
of the cases. A change of this kind usually tides the 
child over until spontaneous cure occurs at about the 
fifteenth month.” 

X-ray treatment in chronic cases gives good 
results if used in short exposures with moderate 
voltage. This treatment is recommended by the 
best roentgenologists. I have had no experience 
with it. The violet ray of the mercury vapor 
quartz lamp is being used by many with vary- 


ing reports as to results. 


CONCLUSIONS 


(1) The cause of eczema is still undetermined, 
but progress is being made in its treatment. 

(2) Breast fed infants are far more fre- 
quently affected than bottle fed. 

(3) The mother’s diet and habits seem to 
have some bearing on them also. 

(4) Treatment involves both dietetic and lo- 
cal measures. 

(5) Recurrences are almost always the rule 
up to the twelfth month. 

(6) Change in diet in several different ways 
may relieve the condition temporarily. 

(7) Most cases do better on a low fat diet. 

(8) Meat broths and eggs should never be 
given early and should be judiciously restricted. 
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DISCUSSION (Abstract) 


Dr. A. L. Glaze, Birmingham, Ala.—The first part 
of Dr. Smith’s paper criticizes the present generation 
of physicians. He says that we do not know the cause 
of eczema, though some good physicans are experi- 
menting upon it. I was interested some time ago in 
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reading an old book on medicine that outlines the 
effect and cause of every disease. It is characteristic 
of our generation that we acknowledge that we do not 
know. 

Dr. Smith announced that coal tar ointment has 
almost completely revolutionized the treatment of 
eczema, and that is true. The French have been using 
coal tar ointment for about twenty years, but in a 
rather crude manner. Dr. White, of Harvard, began 
using it about seven years ago. The value of coal tar 
in eczema is shown by the fact that, notwithstanding 
its great handicaps it is used from coast to coast. I 
have here some samples of coal tar which I am going 
to show this afternoon to the Dermatological Section 
and which you perhaps might like to see. Properly 
prepared, the ointment is black. Improperly prepared, 
it is any color, all the way from light green through 
the colors of the rainbow. It is very difficult to have 
a prescription properly filled, and unless the ointment 
is made up properly it will cause more vesiculation. 


Dr. Charles J. Bloom, New Orleans, La—In regard 
to the type of eczema so often described as milk crust, 
the plan of prophylaxis is much better than that of 
active treatment. Generally in the child’s layette a 
fine comb is included. If the mother will omit this 
and follow the suggestion of Dr. Smith in regard to 
the simple ointment mentioned, often this very dis- 
agreeable eczema of the scalp will be obviated. 

We get good results if we instruct the parents to keep 
the child indoors during the colder months of the year. 
until the condition has abated somewhat. Where the 
weather is changeable, one day warm and the following 
day cold, the condition is accentuated. 

We have had the difficulties with coal tar ointment 
mentioned by Dr. Glaze. We try to specify that this 
preparation be made not of pine tar, which is the sub- 
stitue given us, but of real coal tar. 


Dr. Luke Holloway, Jacksonville, Fla—We had a 
case of generalized dry scale eczema which began at 
three months and persisted until three years of age. 
We gave it every treatment, every conceivable diet, 
change of climate and clothing, etc. We treated it for 
three years in conjunction with dermatologists. Finally 
one of our confreres to whom it was turned over, be- 
gan giving thyroid and pituitary extract. In one month 
the child was well. 


Dr. W. W. Harper, Selma, Ala—In one case that we 
had we found that the mother had a severe attack of 
Riggs’ disease. We turned the mother over to a dentist 
and as soon as she was relieved of that condition the 
child was cured. 

Dr. Smith (closing) —Dr. White recommends that 
there is only one way to mix the tar ointment properly, 
which is as follows: mix crude coal tar two parts 
with two parts of zinc oxide in one mixture. Then rub 
sixteen parts of starch with sixteen parts of petrolatum, 
and rub the two mixtures together. 

He also makes another good suggestion in regard to 
the stains the ointment leaves on the linen. Do not 
wash the linen until you have rubbed the spots on both 
sides with lard. 
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SYPHILOPHOBIA* 


By E. Bates Btiock, M.D., 
Professor of Neurology and Psychiatry, 
Emory University, 


Atlanta, Ga. 


Fear of the unknown always has a more 
powerful influence upon the individual than 
fear of the known. Even the bravest can face 
dangers of a known source, when they fear 
greatly and are depressed by fears they do not 
understand. For this reason it is important 
to study carefully and discover the real basis 
and mechanism of all phobias, which when 
properly explained to a patient may bring a 
sense of relief. As an example of the method 
of study and results the following case is re- 
ported: 


W. M., age 39, gave as his chief symptom fear dat- 
ing from childhood. The family history contained 
nothing of importance. The past history contained the 
following positive facts, negative facts being omitted 
for the sake of brevity. He had measles and scarlet 
fever. At 7 years he had pneumonia and later typhoid 
fever. At 9 years he had spinal meningitis. At 16 
years he was operated upon for varicocele. At 20 he 
broke his left collar bone and part of the bone was 
removed on account of being split. He had had Riggs’ 
disease for the preceding 12 years. He smoked exces- 
sively up to the age of 27, and drank somewhat up to 
that age. He had severe acne from adolescence to the 
age of 22. He married at 24. 


Present Illness—Morbid fears began at the age of 
17 and he was afraid of using towels, of toilet seats, 
turning door knobs, or touching money or shaking 
hands. He avoided touching everything that other peo- 
ple touched, or might have touched, and washed his 
hands frequently. His fear was that he might contract 
syphilis from accidental infection. When asked the 
origin of his fear, he said that at 16 he had severe 
acne. His aunt came to live in his home and his 
mother told him that she had syphilis and that he must 
not kiss her because he might be infected through the 
acne on his: face. After this he had a great fear of 
syphilis, which gradually extended to include all pos- 
sible ways ‘of infection. His father died when he was 
7 years old and he was brought up by his mother who 
taught him that sexual acts were wrong. He repressed 
his sexual desires, although he was not very religious. 
Six months before he came to me he had a psycho- 
analysis which brought out the fact that he liked sym- 
pathy and had a desire for disease, even for syphilis 
which he greatly feared, but by which he felt that 
he would attract sympathy which he desired. He 
thought that if he had not feared syphilis he would 
have feared something else. Up to 8 years of age he 
was panic stricken whenever he heard a brass band, 
and even at the time of examination he would not go 
to town on days of parades, as he was unhappy when 


*Read in Section on Nervous and Mental Diseases, South- 
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nothing of the election, loved his father, and feared 
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he heard a brass band. This began at 5 years but he 
did not know the cause. When he had typhoid fever 
at 7 years he was very ill and they feared he would 
die, and he had to learn to walk and talk all over 
again. He was rather proud of this illness, liked the 
sympathy it brought, and wanted to be petted and 
spoiled. At 9 he saw a man “eaten up with syphilis” 
and this made a great impression on him. 

He had many dreams, nightmares, of snakes more 
often than anything else, but also of toilet seats, and 
of his penis being touched by unclean things. When 
he was a boy his sister who was 3 years younger, was 
bitten by a snake and had convulsions, and this made 
a strong impression upon him. . 

This was all that he knew of his case. 

A word association test was then made, with a re- 
action usually of 1.4 ‘seconds to indifferent words, but 
with the following results to other words: 


3.6 d 
2. 4.0 
3. 4.2 
4. 
5. 
6. - 3.2 
% 4.2 
8. 3.4 
9. 7.6 
10. 3.8 
31.0 
13. ...Summer resort .... 
14. ...My own trouble... 
15. 43 = 
16. ....Cabb head 9.4 ae 
17. ...Nightmare .. 48 
19. High color 3.4 " 
20. Book 5.2 
21. Photographic plate 3.6 
23. Intercourse 4.0 a 
24. Ocean 3.4 “9 


He stated that he had always tried to keep his mind 
off of his trouble, and to forget it, by working, keeping 
occupied and diversion. He was then requested not to 
do this but to devote as much time as he could to the 
study of his associations of ideas and especially to the 
list of words to which he showed a reaction. In re- 
viewing the reaction words certain facts were elicited 
at the time but as these were gradually added to in the 
course of the following six months they are reported 
in their entity rather than in chronological order for 
the sake of brevity and to avoid repetition. 


(1) Music—The patient had already given a partial 
explanation of this fear which began, he thought, at 
the age of 5, when he remembered his father taking 
him to a public square where there was a great crowd 
and a brass band playing. His father held him up in 
his arms but he screamed and cried so that his father 
was forced to take him back home.. After this when- 
ever a brass band passed the house he ran to the end 
of the back yard to get away from it. Later also he 
was able to remember that when a child, perhaps 3 
years old, he was awakened one night by a brass band 
just under his window on the front porch, and when 
he cried his aunt came in the room and tried to com- 
fort him. His father had just been elected to a public 
office and a crowd had assembled with a brass band 
to escort him to the court house for a speech. When 
he asked his aunt what the noise was about she merely 
said: “They have come for your father.” He knew 
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they meant harm to him so this merely intensified his 
fear and crying. 

(2) Man.—He thought of a nude man or the nude 
stature of a man. He denied any homosexual experi- 
ences or desires. When asked about other sexual ex- 
periences he stated that at the age of 18 he attempted 
to have intercourse but was unable to have an erection 
on account of his fear of syphilis and sin. A year 
later, however, he attempted intercourse and succeeded, 
although he still feared syphilis. 

(3) Eating—He ate oatmeal every morning for his 
breakfast. The previous word was “soft,” and his re- 
action “cotton,” but he really thought of a woman’s 
leg, and .the delay showed in the next word which was 
“eating.” 

(4) Short—He checked up the cashier who worked 
for him and found him short in his accounts, also 
thought of short penis. 

(5) Butterfly—Really thought of a frivolous woman. 


(6) Whistle—His father made him a cane whistle 
when he was a boy. This probably suggested also the 
idea of a brass band. 

(7) Cold—A cold body (man), dead person, perhaps 
his father. 

(8) Rough—No cause for delay known. Later he 
thought of a rough board with splinters in it which 
stuck in his bare feet as a boy. Perhaps bare feet 
suggested nude. 

(10) Sleep—He does not sleep well, wakes early 
and lies worrying about syphilis. 

(11) Anger.—It took twelve days of careful thought 
and questioning to find out the significance of the cere- 
bral block which resulted from this word. At the age 
of 8 years a colored nurse who was undressing him 
fondled his penis and suggested that he insert it in 
her. He tried to do so when they were caught by a 
boarder in the house who told his mother, who was 
infuriated and drove the negro girl from the house. 
He had never seen such anger as his mother showed. 
The odor was disgusting to him and also after the 
episode he was very ashamed of himself, but he had 
completely forgotten this event for over thirty years. 
Anger and fear were closely associated in his mind. 

(12) Girl—His answer was a “young child” but this 
was preceded by sexual thoughts. 

(13) Mountain—At the age of 10 he had his first 
trip to the mountains and had a fight and was afraid. 

(14) Trouble—Reminds him of his unhappy state 
of mind, depression. 

(15) Soldier—He was in the army for two months. 

(16) Cabbage—He heard the term “cabbage head” 
when a boy, meaning a simpleton, or no mental weight, 
a term of derision. He had heard the term used by.a 
bachelor cousin who was a high liver, and went all 
the paces and when absent for some time was finally 
found drunk in the house of a woman he was keeping. 

(17) Dream—Had dreamed of snakes often, sores, 
syphilis, touching sores and syphilitic lesions, dirty sorts 
of things, his blood being contaminated, snakes stick- 
ing through his foot and would rise up and bite him 
every now and then. He had nocturnal orgasms often 
after having sexual thoughts, and got pleasure out of 
his dreams. There was no onanism. He had continued 
dreams, or one dream was a continuation of a former 

dream. He had dreamed of being attacked, shot at, 
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bound and unable to move or make himself heard. He 
dreamed of intercourse with women often in the past 
but rarely lately. He often dreamed of nude women 
or their legs. He dreamed of funerals, of his baby 
brother dying (he never had a brother). He dreamed 
of his mother (who was sick), that she was very ill 
and died. He dreamed that he had sores on his legs 
and when he waked felt his legs to see if it were true. 

(18) Boy.—Reminded him of himself as a boy. 

(19) Health—Reminded him of red cheeks but he 
prefers a smooth white skin on account of his previous 
acne, about which he was very sensitive. He imagined 
girls wanted to avoid him on account of his complexion. 

(20) Bible—No reason for delay known, except that 
he had been a Christian Scientist for 12 years. 

(21) Memory.—Reminds him of an expression used 
to describe the subconscious mind in a lecture he had 
heard and also of his childhood. 

(22) Butter—Reminded him of smegma. 

(23) Joy—Did not think he ever had any sexual 
experience in his life that was not combined with fear 
and thinks it would be a joy if this were not so. Also 
joy in contrast to his mental state. 

(24) Salt—Suggests taste of sweat, and also his trip 
on the ocean when he joined the army. 

He had always had a feeling of inferiority and bash- 
fulness, and did not want to mix with people. Obscene 
thoughts and oaths obtruded themselves on his mind 
while he was saying his prayers. At times he even 
feared his wife might contract syphilis accidentally and 
give it to him. 

He was then asked how his aunt caught syphilis. He 
explained that her baby was stillborn and the country 
doctor employed a negro woman to suckle her to relieve 
the congestion in her breasts, and she contracted syph- 
ilis on the nipple. When asked what the girl looked 
like with whom he attempted intercourse and failed, he 
stated that she was a pronounced brunette. He had 
never liked brunettes and would never call on one, 
take one to church or dance with one. A year after his 
failure he attempted intercourse again and succeeded. 
This was a red-headed girl with blue eyes. He married 
a blond. It is thus seen that all his life an antipathy 
had existed to brunettes on account of his childhood 
experience, and the fact that this was a negro girl, and 
a negro woman had infected his aunt were unconsciously 
associated in his mind, and evidently aroused a latent 
fear that he had contracted syphilis from the negro 
girl as his aunt had from the negro woman. Also his 

antipathy to a brass band was probably accentuated 
by the fact that it was his aunt who came to his room 
to comfort him when he was frightened and this aunt 
was prominently associated in his mind with the idea 
of syphilis. It was also his aunt who told him about 
the spider bite. Even as a boy all his sweethearts were 
blonds. The dreams of snakes and the fact that a snake 
bit his sister were associated with the fact that the same 
negro girl tried to teach him to have intercourse with 
his sister. It may be of interest to note that after he 
was given a thorough understanding of his associations 
of ideas and the mechanism of his phobia, he stated 
that he felt better than he had for twenty-five years. 


DISCUSSION (Abstract) 
Dr. William Nelson, St. Louis, Mo.—I should like to 
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ask the Doctor whether he proceeded to utilize his psy- 
choanalysis on a therapeutic basis? What time was 
consumed in this psychoanalysis ? 


Dr. Block (closing).—As to the results, the patient 
was able to handle money, shake hands with people, 
and went out more socially and seemed to be prac- 
tically normal. Occasionally his fears came back but 
they were nothing like so insistent as they had been. 
He stated to us that he felt better than he had for 
er years, and that he had a great sense of 
relief. 


The time required was an hour a day for the first 
month and after that an hour once or twice a week. 


THE TREATMENT OF SKIN AND 
MUCOUS MEMBRANE CANCERS* 


By Joserpu A. Ettiott, M.D., 
Charlotte, N. C. 


The treatment of skin cancer is a problem 


-that frequently confronts every dermatologist. 


If we make a conscientious effort, we will be 
able to care for a large percentage of our cases 
in a manner satisfactory both to ourselves and 


‘our patients. Our success or failure will depend 


on the methods used, and the skill employed in 
the use of these methods. 

There is no skin disease that responds more 
readily to proper treatment and yields as uni- 
form good results as the early skin cancer. There 
is no patient more appreciative than the cured 
cancer patient. It, therefore, behooves us to 
properly equip ourselves so that we may be able 
to care for this ever increasing disease. 

If improperly treated, cancer is the most 
dangerous of all skin diseases, and yet it is daily 
being treated by laymen, who are not able to 
distinguish it from other skin diseases and know 
nothing whatever about the pathology of the 
disease. Many slow-growing epitheliomas are 
converted into rapidly growing lesions by the 
applications of pastes and plasters in the hands 
of these charlatans. We have all seen metastases 
as the direct results of such treatments, causing 
the patient untold suffering and a premature 
death. As specialists we can not too vigorously 
condemn such methods, and should make a seri- 
ous effort to inform the general practitioners, 
as some of them are still advocates of such meth- 
ods. Only last week, I saw a patient who had 
been sent one month previously by a practicing 
physician to a layman for the plaster treatment. 
From the patient’s history a small non-painful 


*Read in Section on Dermatology and Syphilology, South- 
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growth over the back of the hand had been con- 
verted into a deep ulcer with metastatic glands 
in the axilla. Why should laymen be allowed 
to treat cancer? This is a problem that we 
should attempt to solve. 


There are a number of methods of treating 
epitheliomas that give good results. We will not 
discuss all of them in this paper but confine 
ourselves to the ones we use. We are thoroughly 
convinced that any single method, however good, 
will not yield the best results in all cases, but 
by the judicious use of different methods or 
combinations of methods we will be able to ob- 
tain a higher percentage of cures. In our experi- 
ence we have found that the type and location of 
the lesion determines the method of treatment. 
We feel that one should strive to obtain as good 
a cosmetic result as is consistent with a perma- 
nent cure. A large majority of skin cancers are 
situated on the face and the patient is always 
appreciative of a good cosmetic result. 

It is our opinion that the cancer cells should 
be destroyed or removed, so far as possible, as 
the first step in the treatment. When the lesion 
is located in the skin and not in apposition to a 
mucous membrane we have found the Sherwell 
operation the method of choice. The lesion is 
thoroughly curetted, then cauterized with a 60 
per cent acid nitrate of mercury. As soon as 
the reaction has subsided, radiotherapy is be- 
gun. As a rule, the lesion has entirely healed 
in from three to six weeks and the cosmetic 
result is all that could be desired. Due to the 
fact that cancer cells are soft and curette away 
easily, one can follow the extension of the lesion 
readily. Many times the cells have involved 
the tissues for a much wider margin than ap- 
pears clinically. This fact accounts for many 
recurrences following surgical excisions. 

The Sherwell operation alone will yield very 
good results. If, however, it is supplemented 
with either x-ray or radium therapy the number 
of recurrences will be exceedingly small. The 
patient suffers no pain afterwards unless the 
curettage extends through the skin. 

When the lesion is on a mucous membrane or 
has invaded the subcutaneous tissue, the best 
results are obtained by electrothermic methods, 
either desiccation or coagulation. The choice of 
current used will depend on the location and 
depth of the lesion. The Oudin current by which 
desiccation is produced, is of relatively high 
voltage and low amperage, and produces a mod- 
erate degree of heat. This is sufficient, how- 
ever, to produce evaporation of the water con- 
tent of the cell and completely devitalize it. 
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CHART I 


Analysis of Cancer Cases 


May 1925 


Location of Cancer 


Superficial Ulcer 
Nodulo-ulcerative 
Deep Ulcers ......... 
Verrucous  ............. 
Cornu Cutaneum 


Cheek .. 4 


76 cases || Nodular 
70 


Duration of Cancer 


Type of Cancer 


6 “ 40 “ 
1 Year 
2 Years 43 
3 19 
6 4 
7 5 
6 
7 
9 


“ 
Males 


Females 


Clark states that cells submitted to the desicca- 
tion current appear shrunken and_ shriveled 
with their nuclei condensed and elongated, and 
assume a mummified appearance. This change 
he describes as mummification necrosis. Since 
the destruction is not great, there is little fibrous 
tissue formation, with a small resulting scar. This 
method, therefore, is excellent in treating lesions 
of the eyelid where a good cosmetic result is 
not only desired but essential. It is used to ad- 
vantage in very small lesions of the lip or leuko- 
plakia of the buccal mucous membrane. It may 
be used on lesions of the skin but, as a rule, we 
find that a better cosmetic result will follow 
the Sherwell operation. We should not lose 
sight of the fact that the heat produced by 
either desiccation or coagulation is produced by 
the resistance of the tissues to the current. It 
does not char the tissues, as a cautery does and 
is, therefore, more penetrating. 

Coagulation is produced by the d’Arsonval 
current which is of low voltage and high amper- 
age and, therefore, induces intense heat. It not 
only dehydrates the tissues but causes coagula- 
tion of the cell protoplasm. Due to the great 
destruction of tissue there is a large amount of 
scar tissue formation. This method is used 
where the lesion has extended into the subcuta- 
neous tissue and particularly in lesions of the lip 
and buccal mucous membrane. We should en- 
deavor to destroy the entire lesion with one 
treatment. It is wise, however, to supplement 
the treatment with x-ray or radium therapy. 

The treatment of skin cancer with x-ray or 
radium alone will undoubtedly cure many cases. 
On the other hand the percentage of recurrences 
is much greater than it is with a preliminary 
curettage or an electrothermic treatment. In 
MacKee’s statistics, it is stated that 92 per cent 


of the cases that receive a preliminary curettage 
remain well as against 89 per cent not curetted. 
He had 9 per cent recurrences in the curetted 
group and 15 per cent in those not curetted. - 
There is an additional disadvantage of requiring 
the patient to come to your office over a much 
longer period of time when radiotherapy alone 
is used. Then too there is more danger of 
telangectasia as a great deal more of the ray is 
required. This is of importance as a good cos- 
metic result is greatly desired in lesions of the 
face. 

In our series we have 254 unselected cases 
that have been treated by one or more of the 
above methods and have been under observa- 
tion from one to six years. We did not include 
any cases that have been treated during the pre- 
ceding year as obviously the lapse of time since 
the treatment was completed has not been of 
sufficient length to determine the permanency 
of the cure. 

Chart I classifies the lesion according to lo- 
cation, type, duration and sex. It is noted that 
in this series of cases cancers occurred 2.4 times 
as often in males as in females. About 98 per 
cent of the cases occurred on the exposed sur- 
face of the skin. The duration varied from a 
few weeks to 25 years. While the figures given 
for the duration of cancers is as accurate as 
could be obtained from the patients, actual facts 
would undoubtedly vary greatly from the figures 
obtained. 

As we have stated above the majority of our 
patients were treated by more than one method. 
Two hundred and seven were operated upon by 
the Sherwell method; 217 received x-ray the- 
rapy; 38 were desiccated; 8 were coagulated 
and 28 received radium treatments either in the 
form of a half strength 10 milligram plaque or 
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12.5 milligram needles. Of the 254 originally 
treated cases we have seen or received letters 
from 186 during the past 3 months: 178 or 95 
per cent of the 186 cases were cured; 9 or ap- 
proximately 5 per cent recurred; 8 resulted in 
failures; 6 of the relapses were later cured leav- 
ing a total of 175 or 94 per cent cures. 


Our figures are comparable to others doing 
this type of work. MacKee reports a series of 
461 cases of basal cell epithelium in which he 
was able to obtain a clinical cure in 91 per cent. 
Of 282 cured cases that remained under obser- 
vation from 6 months to 9 years there were 
36 recurrences or 13 per cent, leaving 87 per 
cent permanent cures. Hahn claims that he 
has cured 95 per cent of his cases, while Schultz 
reports 90 per cent cured. Dolloway reports 
152 out of 153 cases of unselected basal and 
prickle cell cancer cured. Datchler’s total per- 
centage of cure was 91. In his text MacKee 
states that 94 to 96 per cent of permanent cures 
may be obtained in selected cases and from 80 
to 90 per cent of permanent cures in unselected 
cases. 


CHART II 

Results of 186 Cancer Cases Arranged According to Type. 

Number 

of Cases Cures Relapses Failures 
7 68 1 2 
Superficial Ulcer 54 z 1 
Uleero-Nodular . 31 1 1 
Cornu Cutaneum 4 
Verrucous ............ 8 
Unclassified ....... 1 
12 5 4 

178 9 8 


In charts II and III a more detailed study 
is made of the cases kept under observation. 
It is of interest to note the type of cases that 
had relapsed. There were 5 deep ulcers, 1 ulcer- 
ated nodule, 2 superficial ulcers, and one nodular 
lesion. The failures occurred in 4 deep ulcers, 1 
ulcerated nodule, 1 superficial ulcer, and 2 nodu- 
lar lesions. All of the relapses were later cured 
with the exception of three deep ulcers. 


CHART III 
Results of 186 Cancer Cases Arranged According to 
Location 
Re- Feail- 
Male Female Cured lapses ures 
33 15 47 2 1 
11 1 12 1 
7 6 13 
34 18 48 3 4 
5 10 13 a 2 
2 2 
ll 2 12 1 
7 1 8 1 os 
1 1 
11 2 13 1 
1 1 
5 5 
2 2 
1 1 fe 


In Chart II the proportion of lesions in male 
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and females according to location is of interest. 
As has been pointed out by Cole and others, 
lesions of the lip are much more common in 
males than in females. In our series, we had 
11 lesions in males, located on the lower lip 
and 2 in females on the upper lip. The latter 
two did not involve the mucous membrane. No 
doubt Bloodgood’s observation that smoking 
plays an important part in the production of 
cancer of the lip is justified. In our series there 
were 11 lesions of the eyelid in males and only 
1 in the female. The only locality where the 
number in the female exceeded that of the male 
was on the forehead. Here there were 10 in 
the female and only 5 in the male. This dis- 
proportion seems unusual, however, Datchler 
had 27 in the female and 17 in the male, the 
proportion being similar to our own. 


CONCLUSIONS 


(1) The dermatologist should attempt to 
solve the skin cancer problem. 


(2) Pastes and plasters in the treatment of 
skin cancer should be vigorously condemned, es- 
pecially in the hand of non medical practitioners. 


(3) Over 90 per cent of skin cancers can be 
permanently cured if properly treated. 


(4) No method should be used to the ex- 
clusion of all others. 


(5) We recommend the _ electrothermic 
methods on deep lesions of the skin, and on all 
lesions on or in apposition to a mucous mem- 
brane. The choice of desiccation or coagula- 
tion will depend on the depth of the lesion to 
be treated. 


(6) The Sherwell operation supplemented by 
radiotherapy is the method of choice in super- 
ficial skin cancers. 


(7) We should attempt to obtain as good a 
cosmetic result as is consistent with a perma- 
nent cure. 


DISCUSSION (Abstract) 


Dr. A. L. Glaze, Birmingham, Ala—I should like 
to ask Dr. Elliott whether curettement was made in- 
discriminately of basal cell and squamous cell tumors. 


Dr. Thomas W. Murrell, Richmond, Va.——We have 
in Richmond, a cancer quack, who uses arsenic paste. 
I have been interested in reading what Dr. Pusey 
thinks of it. The arsenic paste would be much more 
used if it were not the favorite weapon of the quack. 
Lately, for the first time, I have tried the arsenic paste 
as recommended by Pusey in his text book, and the 
results were very striking. The case was an epithe- 
lioma of the upper lip, which had been removed by 
actual cautery, followed by x-ray and radium, two 
applications of each. The cancer had returned and 
I used the arsenic paste with an apparent cure. 
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Dr. C. Augustus Simpson, Washington, D. C._—I have 
possibly become over enthusiastic in treating these 
lesions with radium and x-ray. Many of us have 
seen the excellent results of Dr. Sherrill, even before 
x-ray was employed with arsenonitrate of mercury. 
It would be difficult to tell if better results were se- 
cured by acid or by x-ray. Today, with the x-ray 
machine and with standardized doses, we have an 
ideal method for treatment of epithelioma of the skin. 
In fact, epithelioma of the skin has ceased to be a 
very stubborn or long drawn out lesion to deal with. 
It is nothing like so difficult to handle as the average 
case of psoriasis. 

I have collected about twelve or fifteen cases of 
lesions around the eyelid where I thought I secured 
better results with the radium plaque than with x-ray. 
In fact, all those had failed to yield with the x-ray. 
All of the lesions promptly healed with the radium 
plaque. 

I should like to ask whether Dr. Elliott included in 
his article any lesions of the inner surface of the 
cheek. I am interested in fungous malignant growths 
on the check, opposite the molar teeth. Invariably the 
pathological diagnosis of wart is made. This is a very 
dangerous lesion, although it does not metastasize. A 
number of these cases have reccurred, and ultimately 
killed the patient, not by metastasis, but by erosion of 
neighboring vessels. One or two have lasted over ten 
years. The surgeon and pathologist do not recognize 
the importance, and possibly the malignant nature of 
this disease. Clinically the lesion is a rodent ulcer 
of the mucous membrane, while hardly any two pa- 
thologists agree in the diagnosis. Every case I have 
has been operated upon from two to five times, and 
all have recurred. This is due to the fact that the 
section for examination is too small, consists of only 
a single fungating area and does not include the advanc- 
ing border of the growth. Almost every case is diagnosed 
a benign lesion, is operated upon and too small an 
area is removed to produce a cure. ‘These cases call 
for the most intensive combination of filtered x-ray 
externally, the embedding of radium needles in the 
edge of the tumor, and complete destruction by coagu- 
lation of the growth. 

Dr. Harold N. Cole, Cleveland, Ohio—I am very 
much against the use of pastes and acids, because if 
the lesion does recur you have cancer cells lodged in 
scar tissue, which is largely impervious to x-ray. 

We have to suit our treatment to the patient. In 
one case we find that x-ray is better; in another 
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electrocoagulation; and in another radium or endo- 


thermy. 
At Lakeside we do not curette these lesions at all. 


Dr. J. B. Shelmire, Dallas, Texas—There is no one 
best treatment for all epitheliomas. 

For about ten years I used, in cases suitable for the 
treatment, Marsden’s paste after the method of Robert- 
son, of New York. For about twenty years I have 
used acid nitrate of mercury, introduced by Sherwell 
of New York. I never use a paste or acid until after 
a thorough curettage, nor do I ever neutralize the acid 
as is advocated in most of our text books. While I 
treat a few selected cases by excision, x-ray or radium 
alone, the large majority of cases are now treated by 
curettage or cautery, followed by radium or x-ray. As 
I look back on an exnerience of 30 years, some of the 

tstanding good and lasting results in very unfavorab'e 
cases have been from Marsden’s paste. 


Dr. David W. Goldstein, Fort Smith, Ark—I find 
mucous membrane very resistant to radium treatment. 
The method we use is the actual cautery. 


Dr. W. R. Bathurst, Little Rock, Ark—Treatment 
with arsenic paste is very painful, and leaves a dis- 
figuring scar. It should not be used where x-ray and 
radium are available. 


Dr. J. L. Kirby-Smith, Jacksonville, Fla—Some 
months ago I had under my care an epithelioma of 
the nose, clinically a superficial basal cell type. With 
curettement and massive x-ray treatment, healing was 
prompt. The patient in two months came back with 
a soft and pliable scar and at no time had the glands 
in the neck been palpable. Just two weeks ago I 
saw this patient in my office with a large sublingual 
nodule metastasis. He is now beyond help in my 
opinion. We have. to think seriously about the pos- 
sibility of metastasis in these simple cases. 


Dr. Elliott (closing)——Squamous cell epitheliomas 
should not be curetted, but should be thoroughly de- 
stroyed by either electro-desiccation or coagulation. The 
choice of method should depend upon the location and 
depth of the lesion. We curette the superficial basal 
cell lesions. 

I do not believe in the use of pastes in the treat- 
ment of any type of epithelioma. They do a great 
deal of harm. In the hands of quacks this method 
is being generally exploited and is causing untold misery 
and many deaths. 

We treat lesions on the mucous membrane of the 
cheek by thoroughly coagulating them and following 
this procedure with radiotherapy. 
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THE MIDWIFE PROBLEM* 


By E. R. Harpin, M.D., 
Lumberton, N. C. 


The practice of midwifery is as old as the 
human race. Its history runs parallel with the his- 
tory of the people and its functions antedate any 
record we have of medicine as an applied science. 
Midwives, as a class, were recognized in history 
from early Egyptian times. The practice of 
midwifery is closely bound by many ties to 
many social customs and prejudices. 

The. various European countries have for 
years had accurate birth and death reports, and 
have thus long realized the great danger of the 
ignorant midwife without instruction and super- 
vision. In most of these countries the midwife 
has been a fixed institution for hundreds of 
years, and receives a strict course of training 
and supervision by the Government. The train- 
ing of the midwives in Germany, where they are 
required to spend six months in a Government 
obstetric hospital, under the instruction and 
supervision of trained obstetricians, is far super- 
ior to that which the great majority of physi- 
cians receive in this country before graduation. 
England, in 1902, established by an act of Par- 
liament, the “Central Midwife Board.” The 
purpose of this Act was to secure the better 
training of midwives and to regulate their prac- 
tice. They are trained in Government obstet- 
ric hospitals for six months, and then licensed 
after examination by the Central Midwife 
Board, after which their work is supervised by 
the Government. 

The well trained midwife under strict Govern- 
ment control has no doubt greatly reduced the 
maternal and infant mortality in many of the 
European countries, but it is admitted that this 
system of control is expensive and has not en- 
tirely solved the midwife problem in these coun- 
tries. Moreover it gives the midwife a pro- 
fessional status and establishes two standards 
of service, when there should be but one. This 
being true it would seem to be poor judgment to 
attempt to make competent obstetricians out of 
the great army of ignorant women now practic- 
ing midwifery in this country. This may be 
practical to a certain extent in some of the 


*Read in Section on Public Health, Southern Medical As- 
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largest cities, but even there it seems that the 
solution is the outdoor obstetric clinic. 

In this country there has been great improve- 
ment in standards of health administration, in 
domestic and civic sanitation, and the enactment 
of laws and penalties relating to the practice 
of midwifery in many states, and yet our ma- 
ternal mortality has steadily increased. Sta- 
tistics show that in 1918, 23,000 women in the 
United States died from conditions dependent 
on child birth, and in 1921 the maternal death 
rate for our country was higher than that of 
every foreign country for which we have statis- 
tics, except that of Belgium and Chile. Polak 
is authority for the statement that more than 
61 per cent of all gynecological surgery is the 
direct result of poor obstetric practice. Thus 
in addition to the high mortality thousands of 
women are crippled and subjected to operations, 
as a result of child birth under existing mid- 
wifery conditions in this country. Much of this 
mortality and morbidity can be prevented by 
proper handling of obstetric cases, as may be 
seen from the practice of obstetric specialists 
and the various obstetric hospitals and dispen- 
saries. 

This great loss of human life and economic 
wastage dependent on it are due to ignorance 
on the part of the people and the economic im- 
possibility of providing for the vast majority of 
women, competent obstetric care for what they 
are willing to pay. We must realize that to 
provide trained workers is not sufficient, if the 
people through ignorance will not employ them. 
The problem is to provide competent obstetric 
care for every child bearing woman in the 
country for what she is able to pay, and at the 
same time educate her to make use of this 
service. 

The economic factors involved are so large 
and so complicated that it is doubtful if re- 
lief can be expected without municipal, state 
and perhaps Federal aid. The Sheppard-Tow- 
ner Bill for the promotion of infant and ma- 
ternal welfare is the first step in this direction 
and will no doubt go far toward educating the 
mothers of this country to demand better ob- 
stetric service. The public must be educated, 
and better informed if the midwife is ever to be 
eliminated or even successfully controlled. It 
is a matter of common knowledge that about 
40 per cent of all confinements in this country 
are cared for by midwives. These are, except 
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in rare instances, ignorant, untrained, incompe- 
tent women, and some of the results of their in- 
competence are unnecessary deaths and blind- 
ness of infants, avoidable invalidism, suffering 
and death of mothers. From all information 
available it seems that what is most needed in 
this country is the better training of physicians 
in obstetrics, and not an attempt to educate the 
midwives to the extent of the European coun- 
tries. If this is done she may become a fixed 
element’in our social and economic system and 
assume a legal status which later cannot be al- 
tered. It is at present impossible to secure 
cases sufficient for the proper training of phy- 
sicians and nurses in obstetrics, since about 75 
per cent of all material otherwise available for 
clinical purposes, is utilized in providing a liv- 
ing for midwives. 
Broadly speaking three standpoints are taken 
in this country: first, the midwife should be 
abolished; second, the midwife had best be ig- 
nored and left to her own devices; third, the 
midwife should be raised to a higher plane by 
proper state control and education. The first 
proposition is impossible, until some better sub- 
stitute for the midwife is provided to care for 
the large number of women she attends in child 
birth, and until the people are sufficiently edu- 
cated to demand better service. The second 
proposal is unworthy of serious consideration. 
The third proposition is at present the only 
practical way of dealing with the midwife prob- 
lem, whether it has for its object the temporary 
safeguarding of helpless women and children or 
finally the elimination of all but the educated 
midwives. Since the evil cannot be eradicated, 
the danger to the public can be minimized by 
some provision for the proper regulation, super- 
vision and control of the midwife by the state. 
The methods of regulating midwifery may be 
divided into three classes: restrictive measures 
carried to indirect abolition; educational re- 
striction and finally registration and supervision. 
The purpose of regulation by educational re- 
striction, generally speaking is not to disturb 
the existing body of midwives but gradually to 
replace them by means of progressively elevated 
requirements and standards, bya smaller body 
of well trained women. This method may be 
carried in the course of years to the point of 
practical abolition. The primary object of re- 
gistration is to bring the midwives under the 
supervision of competent officials, so that their 
work may be subjected to some measure of 
supervision. 
The last method, namely, registration and 
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cable to the rural section of the South, at the 
present time. It is the plan that is being fol- 
lowed by the state of North Carolina. In ac- 
cordance with this plan our County Health De- 
partment five years ago passed certain laws 
governing the practice of midwifery in Robeson 
County. Under this law the midwife must regis- 
ter with the County Health Department and at- 
tend a course of lectures given by the County 
Health Officer or other designated physicians, 
covering a period of six hours during the year. 
The midwives are also prohibited from making 
vaginal examinations, giving douches, using 
grease or other lubricants on the private parts 
of the patient or on the baby’s cord or adminis- 
tering any drugs to hasten the course of labor. 
They are further required by this law to call 
in a physician in case any accident or compli- 
cation should occur. The manner in which our 
midwives have responded to these regulations 
has been encouraging. Regular meetings have 
been held at intervals of three to six months 
during the past five years, for all midwives prac- 
ticing in the country. The attendance on the 
whole has been good. Out of 128 registered 
there has been an average attendance of 90 at 
all the regular meetings during the five years. 
Many of our midwives have to come a distance 
of twenty or thirty miles. In our county we have 
three races, white, indian and negroes, and 
therefore three races of midwives. The youngest 
midwife registered is 25 years old and the oldest 
77 years. A recent article in the American 
Magazine on census taking, stated that there 
was only one occupation that men were not 
listed for, and that was “midwife.” We had 
three of these rare specimens, but eliminated 
them. Out of the 128 midwives registered over 
100 are colored and only 38 can read and write. 
The average age is 56 years. Wassermanns 
were taken on 63 midwives, many of whom gave 
a definite history of having had miscarriages, 
and thirteen showed positive. Two midwives 
have been prosecuted for failure to use silver 
nitrate in the babies’ eyes and their license has 
been revoked. In these cases the babies de- 
veloped ophthalmia neonatorum. During the 
five years forty midwives have been eliminated 
by death, and other causes. 

Our plan has been to hold the meetings at the 
County Court’ House for all midwives practicing 
in the county. When any of the midwives fail 
to attend the meetings they are ordered in and 
given individual instruction. In this way prac- 
tically all our midwives have been questioned 
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as to what they do from the time they get to the 
house of the woman in labor, until the patient 
is delivered, and they are ready to leave. Some 
of them were found hopeless and were elim- 
inated, but the majority have made a creditable 
showing when quizzed and have demonstrated 
the manner in which they use the silver nitrate 
solution which is furnished by the state for the 
babies’ eyes. Before this work began a great 
majority of our midwives were putting grease of 
some kind on the baby’s cord, or on the genitals 
of the women they served. Midwives who con- 
tinue to ignore instructions and use grease on 
the woman or on the baby’s cord are being 
eliminated as soon as such facts come to our 
knowledge. The midwives have all been given 
a list of the few things they should take with 
them on their cases. Most of them have will- 
ingly supplied themselves with this necessary 
equipment, and at a recent meeting when they 
were asked to bring their bags for inspection, 
the majority of them made a good showing. It 
is a significant fact that none of them had any 
drugs or medicine except the lysol, and boric 
acid powder that they were told to get. Realiz- 
ing all too well the extreme limitations of this 
large body of ignorant women who are attending 
a large per cent of obstetric cases in our county, 
I have tried to make them understand their 
grave responsibility. I have tried to drive home 
to them the things that they must not do, and 
have particularly emphasized the fact that it 
is their duty and responsibility under the law 
to have the family call a physician when any 
complications occur. They have been told re- 
peatedly that it is dangerous for them to make 
vaginal examinations and give douches, that it 
is against the law, and that they will be pros- 
ecuted if they violate this law. Our midwives 
now carry sterile gauze and cord tape for the 
baby’s cord, a scrub brush, sterile cotton, lysol 
and antiseptic soap to clean their hands and the 
genitals of the patient. They have a wholesome 
fear of the law and the “State Doctor.” In 
the beginning some of them were disposed to 
criticise the doctors. I have tried to make them 
understand that they should attend only normal 
labors, and that the doctors were their best 
friends and their last court of appeal in time of 
trouble. There is no, doubt that the large num- 
ber of women in our county who are attended 
by midwives, are in safer hands now than they 
were five years ago. I am also persuaded that 
the great body of midwives in the county have a 
more wholesome respect for the doctors than 
they had five years ago. 
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The midwife of Robeson County is rather 
typical of the midwife of the rural South. She 
is far below the European midwife in intelli- 
gence and no training under the sun could make 
her a competent obstetric attendant. There- 
fore, it seems that any scheme for improvement 
in obstetric teaching and practice, which does 
not contemplate her ultimate elimination, will 
not succeed. This is not alone because such 
midwives can never be taught to practice ob- 
ste<crics successfully, but most especially be- 
cause of the moral effect upon obstetric stand- 
ards. Therefore it seems that the most satis- 
factory way to abolish the more objectional part 
of the midwife problem is to recognize the mid- 
wife, place her under control and the state edu- 
cational requirements, and gradually to elevate 
these to the extent that only the more intelli- 
gent class of midwives shall remain to practice. 
The history of all reforms will show the diffi- 
culty of displacing old established occupations 
and social customs by legislation or other re- 
strictions, unless a certain amount of time is al- 
lowed for the establishment of the new custom 
and the displacement of the old, and unless such 
restrictions are brought to bear upon actual 
rather than ideal conditions. 

Let us then be charitable toward the mid- 
wife because the medical profession must as- 
sume a large part of the responsibility for 
present midwifery conditions; but for the sake 
of the mothers and babies let us welcome and 
encourage any reasonable effort toward its so- 
lution. This attitude on the part of the pro- 
fession has accomplished wonders for medicine 
in recent years, and who can say that it may 
not go far toward solving the midwife problem. 


REFERENCES 


American Journal of Public Health, May 1922. 
Transactions American Child Hygiene Association, 1911, 
1912, 1913. 


DISCUSSION (Abstract) 


Dr. Florence E. Kraker, Children’s Bureau, Washing- 
ton, D. C.—Under present economic conditions the mid- 
wife seems to be a necessity and cannot be ignored. 
Although her complete elimination has been suggested, 
those who have carefully studied the situation advise 
that this is apparently impossible. 

Present day medical education tends to make young 
physicians dependent upon laboratory and hospital fa- 
cilities. Hence they prefer cities to the rural districts. 
As the number of rural doctors decreases in conse- 
quence, midwives in country communities will be called 
upon to render more and better service. 

Some authorities insist, moreover, that even in large 
cities there are not enough doctors to care for all the 
cases now attended by midwives. 

Since midwives are so evidently necessary, it seems 
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wise to have them instructed and supervised. New 
York City and Newark, New Jersey, have faced this 
situation, each having a well-standardized school for 
the training of midwives. 

In 17 states, midwives are today required to register 
and obtain a license, in 15 states they are required 
merely to register; and in five the only requirement 
is that a license be secured. The other states have no 
legislation on the practice of midwifery. 

Several states have made surveys to discover the ex- 
tent of their problem. Last summer Minnesota found 
that it had about 160 midwives, many of foreign na- 
tionalities. The number was, however, seen to be de- 
creasing in proportion to the decrease of foreign popu- 
lation in the state. 

California interviewed 500 midwives, finding that 80 
per cent were well-trained Japanese. Half of the re- 
maining number seemed capable of receiving and as- 
similating instruction. The others were rated as un- 
desirable. 

In the large cities and industrial communities of the 
Northeastern part of the United States, foreign mid- 
wives predominate. Many of these women have been 
well, trained in the schools of European countries. 

In the North central section of the United States, 
midwives are much depended upon, because doctors are 
frequently inaccessible on account of the great’ distances 
from which they would need to be summoned. The 
isolation of the inhabitants of such regions often com- 
pels dependence upon the nearest neighbor or even the 
husband of the patient, for such assistance and care as 
can be given. 

Mexican midwives are found along the Mexican 
border; and all the Southern states have large numbers 
of colored midwives, the majority of whom are un- 
taught and surgically unclean. Virginia, for instance, 
has 6,000; Mississippi, 4,000, and Texas over 4,000 negro 
midwives. 

All of the Southern states are endeavoring to educate 
their colored midwives. In Virginia and Kentucky some 
of this educational work is undertaken by assistant 
directors of the state bureau of child hygiene, who are 
doctors. Much work is also accomplished by state 
and county nurses, not only in those two states, but 
throughout the South. 

Florida and South Carolina each have a colored 
nurse who gives full time to- midwife instruction. Two 
negro nurses and one Mexican nurse are similarly em- 
ployed in Texas. 

The midwives are taught in these classes such funda- 
mental matters as the importance of prenatal care and 
of cleanliness; when to send for the doctor; how to 
conduct deliveries; what postpartum care to give to 
the mother and baby; and the danger of internal ex- 
aminations. 

The education of negro midwives has seemed so im- 
perative that the Children’s Bureau added to its staff 
during the past year a colored physician who is being 
loaned to Tennessee to aid in the educational campaign 
among their colored midwives. 


Dr. Geo. C. Marlette, Bay Minette, Ala—The 
question is often asked, “Why do we have” a certain 
thing? Why do we have immoral pictures? Because 
the public demands it. Why do we have midwives at 


all? Because the public does not demand any better. 
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I do not disagree with Dr. Hardin but still say this, 
I do not believe we ought to try to educate midwives. 
It cannot be done. We should educate the public and 
when the people demand better things, they will get 
them. Through the press and in every way possible we 
can teach the expectant mother what she deserves and 
when she demands it she will get it. 


Dr. R. M. Adams, Tupelo, Miss—The enormous 
wreckage of maternal and fetal life incident to the in- 
efficient care and delivery of women is appalling, and 
recent reports do not indicate improvement in our 
country. 

The “International Year Book of Care and Pro- 
tection of Children” published recently, gives emphasis 
to the fact that the United States has still a higher 
rate of maternal mortality than any other of the 
principal countries of the world, and that pregnancy 
causes more deaths among women from fifteen to forty 
years of age than any other disease except tuber- 
culosis. 

Twenty-five thousand women die in the United 
States every year from direct and indirect effects of 
pregnancy and labor. The immense amount of in- 
validism incident to childbearing is unmeasurable. We 
know that thousands flock to our surgeons every 
year for repair and relief. Fifty per cent of all mothers 
bear marks of injury sustained in the performance of 
a normal function. Three to five per cent of all 
children die during delivery, and thousands of them 
are crippled and permanently injured by forces and 
procedures of delivery. Why is this horrible human 
wreckage not prevented? Because maternal welfare, 
obstetric instruction, and standards of obstetric prac- 
tice are on a low plain. The public does not properly 
esteem the art of attending motherhood, and as a re- 
sult sixty per cent of childbearing women are left to 
the care of: midwives, most of them ignorant negro 
women. (We have four thousand of them in Mis- 
sissippi) . 

Although the midwife has been with us since the 
days of Moses, the improvement of her technic has not 
been commensurate with her length of days or in- 
crease in number. I suspect Miriam had a much lower 
mortality and morbidity record than the present day 
attendants of mothers. But much as we would like, 
we cannot get rid of the midwife, and for humani- 
tarian reasons we must be altruistic enough to help 
her. We must: teach her. We must regulate her. And 
I might say many physicians need better training, 
many of our medical schools should improve their 
teaching, and perhaps that is more difficult than the 
training and regulation of midwives. Nature has done 
her part. Let us do ours. 


Dr. Hardin (closing).—It is very important that the 
class of people using midwives be educated to use 
doctors; but the question of how to educate them is 
another problem. These people do not read much. 
I think the public health nurses coming in direct con- 
tact with the mothers in the homes, and giving indi- 
vidual instructions will go far toward solving this 
problem. 

The midwife should eventually be eliminated, but 
this is impossible at the present time. We should 
confine our efforts to instructing and supervising the 
midwives, and at the same time eliminate the worst 
of them. 
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HYPERTONIC SOLUTIONS, WITH PAR- 
TICULAR REFERENCE TO MAGNE- 
SIUM SULPHATE AND ITS VALUE 
IN CERTAIN TYPES OF BRAIN 
INJURY* 


By Cuartes E. Dowman, M.D., 
Atlanta, Ga. 


During the past five years there has been a 
steadily increasing interest in the subject of 
hypertonic solutions. On account of the evident 
influence of such solutions on increased intra- 
cranial tension, and particularly by reason of 
the apparent value of such solutions in prevent- 
ing edema in certain types of head injury, it 
was suggested to me by the Secretary of this 
Section, that a discussion of the use ef hyper- 
tonic sodium chlorid and magnesium sulphate 
solution might be of interest. 

Weed and McKibben! have shown experimen- 
tally that the pressure of the cerebrospinal fluid 
and the bulk of the brain can be reduced by the 
intravenous injection of hypertonic sodium 
chlorid solution. Foley and Putnam? demon- 
strated experimentally that hypertonic sodium 
chlorid solutions given by mouth likewise reduce 
cerebrospinal fluid and brain bulk, although the 
action is much slower than when the solution is 
given intravenously. With these findings in 
mind, the clinical application of hypertonic solu- 
tions in the treatment of certain types of head 
injury was introduced in the neurosurgical 
clinic of Emory University School of Medicine, 
some three or four years ago. 

Our earliest experience was with 30 per cent 
sodium chlorid solution given intravenously in 
order to relieve an already existing edema of the 
brain following injury. Later, in an effort to 
prevent the accumulation of fluid with the re- 
sulting symptoms of increased pressure in certain 
types of head injury, saturated solutions of mag- 
nesium sulphate were given by mouth, and the 
more rapid action of sodium chlorid solutions 
was reserved for those cases in which an edema 
already existed. A study of the comparative 


*Read in Section on Surgery, Southern Medical Associa- 
al oa. Annual Meeting, New Orleans, La., Nov. 


values of magnesium sulphate and sodium chlorid 
when given by mouth for the relief of intra- 
cranial tension has been made by Fay*, who 
noted that when sodium chlorid was administered 
by bowel there often resulted discomfort, thirst, 
and nausea; and that the effects were transitory 
and not so complete as those obtained by the 
use of magnesium sulphate. He also noted that 
after the administration of sodium chlorid there 
was a secondary wave of tissue edema with an 
increase of intracranial tension. This was ex- 
plained as due to the dialyzable character of 
sodium chlorid, some of which, when given in 
excessive amounts, becomes fixed tissue chlorid. 
In contrast to this, magnesium sulphate is non- 
dialyzable, and when given by mouth acts by 
withdrawing fluid from the circulation, the blood 
stream in turn picking up (as it were) fluid 
from the various cavities, tissues, etc. 

In an unpublished experimental study on the 
effect of magnesium sulphate on cerebrospinal 
fluid pressure and brain volume, Morrissey,* of 
Coleman’s Clinic in Richmond, contends that 
magnesium sulphate when administered by mouth 
causes very little cerebral dehydration in forty 
minutes to two hours after ingestion of the drug, 
and therefore should not be depended upon for 
rapid dehydrating effects. 

In the clinical use of large amounts of magne- 
sium sulphate, the toxic effect of the drug should 
be kept in mind. A lethal dose when given 
intravenously seems to paralyze the medullary 
centers. The symptoms of magnesium sulphate 
poisoning as observed in children by Anderson® 
are: (1) marked mental depression, (2) signs 
of respiratory failure, (3) slowing and weakening 
of the heart action, and (4) marked weakness 
of the limbs. Based on animal experiments, the 
lethal dose of magnesium sulphate in a human 
weighing 165 pounds would be approximately 120 
grams (4 ounces) administered hypodermically. 
As a matter of fact, the possibility of magnesium 
sulphate poisoning is hardly to be feared since 
the toxic dose is high. Should symptoms of 
magnesium sulphate poisoning develop they yield 
promptly when calcium chlorid is administered, 
as this drug has been shown to be a prompt and 
efficacious antidote. This was demonstrated by 
Weston and Howard® in their experiments with 
magnesium sulphate as a sedative. In our rather 
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extensive experience with magnesium sulphate no 
case of poisoning has been noted. 

There are times when the use of hypertonic 
solutions of sodium chlorid intravenously is of 
enormous value to the neurological surgeon. I 
refer particularly to its use during a craniotomy 
for brain tumor where the pressure is so great 
that one hesitates to open the dura for fear of 
cortical rupture. It is often possible to relieve 
such a pressure by tapping the lateral ventricle, 
after which the dura can be freely opened with- 
out danger. An existing cerebral tumor, how- 
ever, may have so collapsed the ventricle on the 
side of the tumor as to make it impossible to 
relieve the pressure by a ventricular tap. Under 
such circumstances, an intravenous administra- 
tion of 50-100 c.c. of 20 to 30 per cent sodium 
chlorid solution will deplete the fluid within the 
ventricles so rapidly that the brain often drops 
away from the dura, as it were, before the 
operator’s eyes. In this way the enormous pres- 
sure is temporarily relieved so as to permit not 
only a liberal and safe dural opening, but an ex- 
cellent exploration for the lesion, and a closure of 
the wound before the return of pressure. The de- 
pleting effect of sodium chlorid, however, is very 
transient in duration, and not infrequently the 
salt injection has to be repeated in order to 
bring about a closure of the wound, in the pres- 
ence of enormous pressure. When the pressure 
returns it is liable to be greater than before the 
use of the salt. This is due to the occurrence 
of a secondary edema which may result from 
retained tissue sodium chlorid. For this reason 
a liberal decompression should be made in those 
cases where sodium chlorid has been injected. 
I once had an argument with Ernest Sachs on 
this question. He contended that hypertonic 
salt solution should never be given unless there 
was a “window” in the skull. At that time I was 
giving the drug in cases with intact skulls, and 
felt that he was wrong. I am now thoroughly 
convinced that he was right. 

I believe that hypertonic solutions of sodium 
chlorid given intravenously in order to combat 
edema of the brain and other organs is not an 
absolutely safe procedure. That the edema will 
be temporarily relieved has been proven both 
experimentally and clinically. Sodium chlorid, 
however, is a dialyzable salt and will very read- 
ily go through cell membranes and become fixed 
tissue chlorid. When a hypertonic sodium chlo- 
rid solution is introduced into the blood stream 
the blood is rendered hypertonic. An isotonic 
state is eventually attained by fluids being ¢1) 
“drawn” (as it were) from the various fluid- 
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filled cavities, tissues, etc., into the blood; and 
(2) by an excretion of excessive sodium chlorid 
through the kidneys, sweat glands, etc. Some of 
the salt, however, on account of its dialyzable 
quality may be taken up by the cells of the 
various organs, so that the sodium chlorid con- 
tent of these cells may cause the cellular proto- 
plasm to become in turn hypertonic. After the 
existing edema has been temporarily relieved by 
the intravenous injection of hypertonic sodium 
chlorid there will come a time when the tissue 
cells, on account of the excessive amount of fixed 
cellular sodium chlorid, will in turn begin to 
draw upon the fluids of the circulating blood in 
an effort to become isotonic. This will give rise 
to a secondary edema which may be even greater 
than that which existed before the sodium chlo- 
rid was administered. 


In a series of head injury cases to be presented 
at the conclusion of this paper, there occurs a 
case whose death took place six days after the 
injury as the result of edema of the lungs. 

This case occurred early in our experience with hyper- 
tonic solutions. He was given 30 c.c. of a 30 per cent 
sodium chlorid solution intravenously every six hours. 
in order to combat an edema of the brain following a 
severe head injury. After each injection his condition 
became greatly improved. It was noted, however, that 
he began to develop an edema of the lungs several 
hours after the third injection. A fourth injection was 
given and the lung edema cleared up almost immedi- 
ately. The improvement, however, was only temporary, 
the edema of the lungs returning after a few hours. 
This was again relieved with an injection of the salt 
solution, but again returned. It soon became evident 
what was happening, but too late, unfortunately, to 
save the patient. The cells of the lungs had become 
loaded, as it were, with fixed sodium chlorid, and the 
fatal edema was but a natural sequence. 

Magnesium sulphate solutions, applied exter- 
nally, have been used with benefit as wet dress- 
ings in various erysipeloid infections, cellulitis, 
lymphangitis, etc. In saturated solutions so 
applied the swelling is reduced and the local 
pain benefited. In 1911 attention was called to 
its value in acute otitis media by J. D. Thom- 
son.” By instilling the solution in the ear there 
usually occurs almost immediately a cessation 
of pain and not infrequently the exudate in the 
internal ear will disappear without rupture or 
incision of the ear drum. 

Magnesium sulphate used in combination with 
the various opiates when administered hypoder- 
mically has become increasingly popular. It 
would seem that by dissolving the opiate in 2 
c.c. of a 25 per cent solution of magnesium sul- 
phate, the effect is greatly prolonged and can be 
obtained with one-half of the usual dose of the 
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drug. So popular has this become in various 
hospitals that magnesium sulphate solution put 
up in sterile ampules has been placed on the 
market by many of the leading drug manufac- 
turers. 

In 1914, I had occasion to use for the first time 
intramuscular injections of magnesium sulphate in order 
to control convulsions. A patient had developed a sup- 
purative meningitis confined to the right cerebral hemi- 
sphere, ten days after a compound fracture of the skull. 
In spite of operation and free drainage the patient 
continued to have left Jacksonian convulsions almost 
continuously. Ten c.c. of a 10 per cent solution of 
magnesium sulphate were given intramuscularly every 
hour, and after the third dose the convulsions were 
completely controlled. This patient eventually recov- 
ered and became an elevator operator in the hospital. 

Since this experience I have used the drug 
with success in many cases of acute convulsions. 
It is very seldom that the convulsions can not 
be controlled with one to three injections of 5 
c.c. of a 25 per cent solution given every one- 
half to one hour. I have had no experience with 
the convulsions of eclampsia; I see no reason, 
however, why they could not be as successfully 
controlled with this type of medication. 

The average practitioner looks upon magne- 
sium sulphate only as a most excellent saline 
cathartic when given by mouth. The headache 
which accompanies so-called “biliousness” is 
usually relieved when the patient is freely 
purged with Epsom salts. That the blood has 
been rendered hypertonic by the osmotic action 
of the salts within the intestines and again be- 
comes isotonic by the withdrawal of fluid from 
the cranium, thereby relieving the headaches of 
cerebral congestion, is a plausible explanation of 
the beneficial results of such medication. If this 
actually occurs when Epsom salts is given by 
mouth, there is no reason why the edema of the 
brain subsequent to cranial injury could not be 
kept in check and often prevented, by the fre- 
quent administration of magnesium sulphate by 
mouth. 

In 1922, the writer® published a short article 
on “The Management of Head Injuries” in 
which the use of magnesium sulphate in certain 
classes of brain injuries was discussed. My ex- 
perience since has justified the views expressed 
at that time. A large percentage of head injuries 
present definite evidence of brain injury, but do 
not exhibit the classic findings of acutely increas- 
ing intracranial pressure. Such cases are of the 
type which experience has shown are liable to 
develop gradually increased intracranial pres- 
sure due to fluid accumulation. These patients 
are usually brought into the hospital in a semi- 


SOUTHERN MEDICAL JOURNAL 353 


conscious condition. The blood pressure as a 
rule is somewhat higher than normal but does 
not gradually increase as in some cases of acutely 
increasing intracranial pressure. The roentgen 
ray usually reveals linear fractures of varying 
degrees, and the spinal fluid is often blood- 
tinged and increased in pressure. One feels safe 
in assuming that there has been definite gross 
brain damage, although there is no rapidly in- 
creasing intracranial pressure. Such cases do not 
demand immediate operative treatment, but are 
liable to require operation a few days later un- 
less something is done to prevent the cerebral 
edema which will give rise to pressure symptoms. 
The fluid accumulation in such cases is usually 
between the dura and arachnoid, a feature which 
has recently been described by Naffziger.° When 
so located it can not be removed by lumbar 
puncture as the needle under such circumstances 
drains the subarachnoid space only. 

It is particularly in this class of cases that we 
use the so-called “hypertonic” treatment. When 
it is possible for the patient to swallow, one-half 
ounce of saturated solution of magnesium sul- 
phate is given by mouth every two hours for the 
first 24 to 48 hours. Thereafter, the time of 
administration is lengthened to every three hours 
for a day or two and then gradually decreased 
according to the condition of the patient. After 
seven to ten days the drug is usually withdrawn 
entirely. No plain water is allowed, but the 
patient is given a sufficient amount of fluids in 
the forms of lemonades, broths, etc. It is inter- 
esting to note that patients so treated are very 
rarely excessively purged. One or two watery 
stools daily is the rule. If water is freely 
allowed with the magnesium sulphate excessive 
purgation results. 

In order to determine the depleting effect of 
magnesium sulphate when so administered by 
mouth, the spinal fluid pressure was determined 
in a series of cases, but no fluid was allowed to 
escape. Twelve hours after the medication had 
been started a second pressure reading was 
made. Almost invariably the pressure had 
dropped below normal. It was a common expe- 
rience to obtain a spinal fluid pressure of 30 mil- 
limeters of mercury when the patient was ad- 
mitted and have the pressure drop to 3-4 milli- 
meters within twelve hours after the magnesium 
sulphate treatment had been begun. I do not 
doubt in the least the results obtained by 
Morrissey* in Coleman’s Clinic. I think that 
his conclusion that magnesium sulphate does not 
cause a rapid depletion when administered by 
mouth is probably correct. His observations 
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were made over periods of forty minutes to two 
hours after the administration of the drug. For 
rapid depletion sodium chlorid is the drug of 
choice, provided the subsequent edema which 
may result will not cause a condition more seri- 
ous than that which existed before the drug was 
used. We feel that there is sufficient clinical 
evidence in favor of magnesium sulphate as a 
depleting agent, but recognize that its action is 
much slower than that of sodium chlorid; and 
although slower in its action we are convinced 
that its effect is more prolonged and much 
safer. 

If the patient is unable to take or to retain 
the magnesium sulphate by mouth, it may be 
given by rectum in doses of three ounces dis- 
solved in six ounces of water every twelve to 
twenty-four hours. As a matter of fact this 
method of administration is preferred in some 
clinics, notably the University of Pennsylvania 
Hospital in Philadelphia. When so administered 
the depletion of fluid in the cranial cavity seems 
to be as efficacious as when the drug is admin- 
istered by mouth. 

When magnesium sulphate can not be satisfac- 
torily administered either by mouth or by rec- 
tum, it may be given intravenously. Up to nine 
months ago I had often wished to give magne- 
sium sulphate intravenously to combat cerebral 
edema, yet was afraid to do so on account of 
the prevalent impression that the drug is very 
toxic when given intravenously. 

In February of this year, in an effort to control the 
acute convulsions in a patient who had been operated 
upon for gliomatous cyst of the temporal lobe, when 
all other methods had failed, I gave 10 c.c. of a 10 
per cent solution of magnesium sulphate intravenously. 
The patient had a considerable amount of edema of the 
eyelids due to the bandage. Almost immediately after 
the intravenous injection this edema began to subside, 
and there was no untoward symptoms which could be 
attributed to the drug. 

This experience led me to give a series of brain 
injury cases 10 c.c. of a 10 per cent solution of 
magnesium sulphate intravenously every four 
hours for six or eight doses, after which the drug 
was given by mouth. All of these cases pro- 
gressed satisfactorily and gave no evidence what- 
soever of magnesium sulphate poisoning. The 
very rapid disappearance of the subcutaneous 
edema in the case mentioned above led to the 
suggestion that this type of medication might 
perhaps be of value in edema of the lungs. In 
this connection it might be of interest to men- 
tion the experience of Dr. J. A. McGarity, of 
Atlanta. 
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A cardiorenal case developed an extreme edema of 
the lungs and to all appearances seemed to be in a dying 
condition. McGarity gave 12 cc. of a 10 per cent 
magnesium sulphate solution intravenously, with the 
result that within three hours the lungs became clear 
of fluid and the patient made a complete recovery as 
far as the lung edema was concerned. 


In giving the drug intravenously the admin- 
istration should be very slow, and a chemically 
pure substance should be used. I do not believe 
that magnesium sulphate given intravenously is 
liable to produce a secondary edema as is the 
case with sodium chlorid, because magnesium 
sulphate is a non-dialyzable salt and therefore 
should not go through the cell membranes into 
the cellular protoplasm as does sodium chlorid, 
a dialyzable salt. 

During the past two years in the neuro-surgi- 
cal service of the Grady Hospital, Emory Divis- 
ion, and in the private practice of my associate, 
Dr. J. C. Weaver, and myself, there have oc- 
curred 125 cases of serious head injuries. These 
cases were classified after suitable study and 
observation according to the classification sug- . 
gested by me in 1922. In general, the treatment 
instituted was that outlined for each type of 
injury grouped according to this classification. 
This classification, with the number of cases in 
this series falling in each group, is as follows: 

Class A.—Massive brain injury, with evidence of rapid 
exhaustion of the medullary centers, and death within 
one to several hours after admission. 

Number of cases, 20. Operations, 3. Deaths, 20. 

Class B.—Definite evidence of middle meningeal hem- 
orrhage. 

Number of cases, 3. Operations, 3. Deaths, none. 

Class C.—Simple or compound depressed fracture, 
with localized brain contusion, with or without indriven 
bone fragments. 

Number of cases, 22. Deaths, 1. 

Class D.—Classic manifestations of rapidly increas- 
ing intracranial pressure which are well within the 
period of medullary compensation. 

Number of cases, 1. Operation, 1. 

Class E—Definite evidence of brain injury exhibit- 
ing no classic findings of acute increasing intracranial 
pressure, yet of the type that experience has shown 
is liable to develop gradually increased intracranial 
pressure due to fluid accumulation. 

Number of cases, 51. Operations, none. 


Operations, 21. 


Deaths, none. 


Deaths, 1. 


Class F —So-called “concussion” with no evidence of 
gross brain damage. 

Number of cases, 14. 
none. 

Class G.—Depressed fracture of mild degree, giving 
rise to no symptoms whatsoever. 

Number of cases, 12. Operations, 6. Deaths, none. 


Operations, none. Deaths, 
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Class H.—Scalp lacerations without damage to the 
underlying structures. 
Number of cases, 2. Operations, 2. Deaths, none. 


Of the entire group of 125 cases there were 
22 deaths. Of the 103 recoveries only 5 showed 
residual neurological sypmtoms at the time of 
discharge from the hospital. Of the 22 deaths 
20 were massive brain injuries which were hope- 
less regardless of the type of treatment employed. 
The one death in Class C should really be placed 
in Class A. This case was one of gunshot wound 
of the head with extensive contusion of the 
brain, the injury extending into the lateral ven- 
tricle. The case was operated upon but lived 
only two days, during which time there was 
evidence of medullary exhaustion. The one 
death in Class E occurred six days after injury 
from an edema of the lungs. It is now felt that 
this complication was caused by the too free and 
energetic use of saturated sodium chlorid solu- 
tion intravenously. Of particular interest in 
this connection are the cases falling under Class 
E in which the so-called hypertonic treatment 
was used in order to prevent the late develop- 
ment of increased intracranial pressure due to 
fluid accumulation. There were 51 cases falling 
in this class. All were serious injuries with 
definite evidence of brain damage. None were 
operated upon. One died of edema of the lungs 
as already mentioned, the remaining fifty mak- 
ing uninterrupted recoveries with no residual 
neurological manifestations at the time of dis- 
charge. It is therefore felt that such clinical evi- 
dence indicates that the judicious use of mag- 
nesium sulphate in this most usual type of head 
injury is worthy of the most serious considera- 


tion. 
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DISCUSSION (Abstract) 


Dr. J. Shelton Horsley, Richmond, Va.—There is no 
question that Dr. Dowman’s method is a life-saver in 
many cases that were formerly treated by other methods. 


Dr. R. E. Semmes, Memphis, Tenn.—Since the intro- 
duction of hypertonic solutions for the control of intra- 


cranial pressure we have gotten away from the em-~ 


barrassing situations in the cases Dr. Dowman has 
mentioned in which the tension is so high that it is not 
safe to open the dura, and in which, when the tumor 
is not removable it is impossible to close the dura. Sev- 
eral years ago we also used the sodium chlorid solution 
but more recently, since the publication of Dr. Dow- 
man’s first paper on magnesium sulphate solutions, we 
have adopted his method of giving magnesium sul- 
phate by mouth or by rectum in the cases where we 
know the pressure is very high. With the skull open, 
we have observed marked reduction in tension when this 
was done. 

Our experience with hypertonic magnesium sulphate 
solution in traumatic cases has been practically the same 
as Dr. Dowman’s except that I would not claim with- 
out having our figures at hand, that the mortality has 
been as remarkably low as in his series. 

I would like to ask whether Dr. Dowman has any 
hesitancy in starting the magnesium sulphate solution in 
cases where a certain amount of bleeding may be taking 
place. We have thought that perhaps it was not wise 
to reduce the pressure in these cases for fear of induc- 
ing hemorrhage, and we have delayed starting the mag- 
nesium sulphate solution as he suggests for several hours 
after the injury. 

I was pleased that Dr. Dowman did not say much 
about lumbar puncture in these cases. It has been my 
opinion that reducing the intracranial pressure by 
putting in a needle and draining off the blood and fluid 


‘as a routine, is not wise and that the value of this 


procedure has been exaggerated. It is my experience 
that in cases where we need to reduce the pressure in 
those cases, where at operation, very little fluid is seen 
which can be evacuated, the lumbar puncture does very 
little good and hypertonic solutions are very much more 
effective. 


Dr. Dowman (closing).—In dealing with head injuries 
it is of primary importance to estimate carefully the 
type and degree of brain damage before begihning 
treatment. Some cases need immediate operation: for 
example, cases of middle meningeal hemorrhage, cases 
of localized contusions, and those cases of intracranial 
pressure in which the medullary centers are compensat- 
ing. Other cases are so hopelessly injured that no 
method of treatment is of avail. Again, there are other 
cases which give definite evidence of brain damage, but 
no immediate increase of intracranial pressure. These 
cases are liable to develop increased pressure within a 
few days if something is not done to prevent the intra- 
cranial accumulation of fluid. We feel that it is in 
this class of cases that the judicious use of magnesium 
sulphate is indicated. Should increased pressure already 
exist it would be better to use some other method per- 
haps. The hypertonic treatment, thenefote, is in a 
sense prophylactic. 
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HEMATURIA OF RENAL ORIGIN* 


By J. W. Butts, B.Sc., M.D., 
Helena, Ark. 


Prior to the work of James Israel! in 1901, 
any renal hematuria which could not be attrib- 
uted to stone, tuberculosis or new growth, was 
usually called idiopathic in origin. After a care- 
ful study of specimens taken at operation from 
cases apparently coming under the classification 
of idiopathic, Israel concluded that many of 
them were really due to a nephritis, and coined 
the term “nephralgie hematurique.’”’ Kretschmer? 
in 1907, and again in 1914,° verified Israel’s 
work. In 1913, Randall,* after a very thorough 
study of the literature, came to the following 
conclusion: 

“Whatever the ultimate pathologic condition is (and 
it may be one of a large category) we are to consider 
that the actual etiologic factor causing the hematuria 
is a renal congestion, and that this is most surely and 
successfully relieved by the performance of a nephrot- 
omy.” 

Which point of view considers only the end 
result and not the etiologic factor. He thus 
gives us the term “renal, epistaxis” to add to our 
list of causes of essential hematuria. But it 
remained for Hunner,® in 1922, to bring forth 
his theory of ureteral stricture and to prove it 
to the satisfaction of most urologists. In fact, 
his array of clinical evidence was such that one 
could not well doubt that he was absolutely 
correct. Other men had laid special emphasis 
upon the end results of some pathologic factor, 
or factors, which produced the changes demon- 
strable in the kidney. He told us what this 
factor was and showed us a way to cure many of 
the cases without operation, by simply dilating 
the stricture. His report of eighteen cases of 
massive hematuria due to ureteral stricture is a 
masterpiece and opened up a new field. 

There still remain a large number of cases 
that are of obscure causation. Fenwick® men- 
tions papillitis as being a cause of massive hem- 
aturia. Livermore’ reports a case of nephro- 
ptosis causing a massive bleeding and cured by 
nephropexy. Kelly and Burnam® state that 
syphilis may cause a hematuria and mention the 
fact that Spiess? found gumma of the kidney in 
seven out of two hundred and twenty autopsies 
on syphilitics. Tice!® says that syphilis of the 
kidney rarely gives symptoms. Corbus!! says: 


“While a great deal of speculation has been brought 


*Read in Section on Urology, Southern Medical Associa- 
tion, Eighteenth Annual Meeting, New Orleans, La., Nov. 
24-27, 1924. 
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forward in regard to the etiologic factors in essential 
hematuria, few have considered the possibility of sec- 
ondary ulcers or gummatous formations, and it might 
be well in this class of cases thoroughly to eliminate 
this form of infection, before ascribing some doubtful 
etiology.” 


So, little by little we are getting away from 
the term “idiopathic” and are classifying our 
cases according to the real cause. 


The following case is reported as one which 
might possibly be due to an acute syphilitic 
condition of the kidney such as Corbus has 
mentioned: 


Case I—A woman, 27 years old, complained of pass- 
ing bloody urine. There was no pain and no frequency. 
Ten years previously she had a sore on her vulva which 
was followed by an eruption all over her body. This 
disappeared under a treatment with “blood medicine” 
which she took for three years. Five years previously 
she passed very bloody urine for three days. Since 
that time, at intervals, never greater than six weeks, 
she had had attacks of hematuria, always painless and 
always very profuse. The shortest duration of the attack 
was three days, the longest six weeks, up to a year 
before I saw her. For the preceding year she stated 
that almost every day her urine had been bloody. Two 
months before she had had her bladder irrigated daily 
for six weeks with no result. 

Physical examination showed a pale, well developed, 
fairly well nourished individual. Otherwise, the exam- 
ination was negative. A complete blood picture was 
normal except for a hemoglobin of 60 per cent. The 
urine was the color of claret wine and showed no clots. 
A centrifuged specimen showed only red cells and an 
occasional white cell. A stained smear showed no 
infection. No tubercle bacilli were found after several 
searches. Plain x-ray plates showed no stone. Cystoscopy 
showed a normal bladder with a rather pale mucosa. The 
right ureteral orifice spurted bloody urine and the left 
was clear. Catheters passed easily to both kidneys. There 
was no retention. ’Phthalein appeared in five minutes 
from each side and the output of each kidney for five 
minutes was approximately 8 per cent. Specimens 
taken from each kidney were negative for pus and 
infection. The specimen from the right kidney was 
full of blood. A pyelogram showed a normal pelvis 
with a stricture in the upper third of the ureter. 

Five c.c. of adrenalin were injected into the pelvis 
and the next day the bleeding was still the same, then I 
lavaged the pelvis with 10 c.c. of 1 per cent silver 
nitrate solution with no effect. The same day I gave 
10 c.c. of thromboplastin hypodermically, all with no 
results. The Wassermann report was 4 plus, and I then 
gave her 0.45 grains neoarsphenamin. Within five 
days the hemorrhage stopped and has not recurred 
since (a period of sixteen months). She has had in this 
interval rather vigorous treatment with neoarsphenamin 
and mercury. Her urine remains microscopically clear. 
This certainly must be a case where some syphilitic 
lesion of the kidney accounted for the bleeding, for I 
know of no other reason why specific treatment should 
have cured her. 


The lesion in this case is, of course, doubtful. 
Personally, I am inclined to think that it was an 


. 
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ulcer somewhere in the pelvic mucosa. I have 
found no similar case reported though the litera- 
ture available has been rather limited. 


Since Hunner’s report in 1922, case reports of 
massive hematurias due to ureteral stricture have 
ceased to be curiosities. Livermore® reports two 
cases due to stricture. Many other urologists 
have reported similar cases. Such cases are 
always of interest, however, and for that reason 
the following case is reported: 


Case II—Mrs. H., age 28, was seen in March, 1924. 
Her only complaint was that for the preceding four 
days she had been passing bloody urine. 

Past history: She had had two normal deliveries in 
the preceding seven years and no miscarriages. One 
year previously she passed bloody urine for 24 hours. 
Six months previously she had a right-sided kidney 
colic lasting a few hours, but she passed no stone. She 
also noted at this time that her urine was the color 
of red wine, and remained so for several days.’ 

The present attack was not accompanied by pain or 
frequency. She felt a little weak, but otherwise as 
well as usual. Physical examination showed a pale thin 
woman who looked almost cachetic. She had a number 
of carious teeth and small buried tonsils which were 
infected. Otherwise examination was negative. The 
blood picture was normal except that the hemoglobin 
was 70 per cent. The Wassermann was negative and 
the non-protein nitrogen was 33 milligrams per 100 c.c. 
Plain x-ray plates were negative for stone. The bladder 
urine was the color of claret wine. A centrifuged speci- 
men showed numerous red cells, a few pus cells, colon 
bacilli, and no casts. No tubercle bacilli were found. 
Cystoscopy showed a rather red trigone. Spurts of 
bloody urine were seen from the right ureter. The 
urine from the left side was clear. 

The catheter passed easily to the left kidney, but 
there were several definite obstructions encountered in 
going up the right ureter and the patient complained 
very bitterly of the pain caused by this procedure. 
There was no retention in either pelvis. Specimen 
from the right side showed almost pure blood with a 
few pus cells and colon bacilli, That from the left 
showed a few pus cells and colon bacilli. ’Phthalein 
given intravenously appeared on both sides in four 
minutes. A right pyelogram showed three definite 
strictures of the ureter. The pelvis was not well filled, 
and does not show up well on the plate. There is 
enough medium, however, to show that there is a slight 
flattening of the calices. There was a terrific reaction, 
but within 24 hours the urine was microscopically clear 
and within three weeks there was no miscroscopic blood. 
The carious teeth were extracted, the pelvis lavaged 
with 2 per cent mercurochrome and the stricture di- 
lated. The left ureter was also dilated because we 
attributed the pyelitis to a stricture on that side, al- 
though the catheter did not detect it. The patient 
gained weight rather rapidly and is apparently cured 
at this time. Her urine is free from blood, pus, an 
infection. 


We have found that the following method of 
studying these cases is very satisfactory: 
(1) History and physical examination. 
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(2) Complete blood picture, Wassermann, and 
non-protein nitrogen. 

(3) Routine examination of a sterile speci- 
men of bladder urine with a stained smear of 
the sediment. 

(4) Plain plates of the entire genito-urinary 
tract. 

(5) Cystoscopy, with determination of the 
source of the blood. 

(6) Catheterization of both ureters with No. 
6 F. x-ray catheters, and collection of specimens 
from each side. Intravenous ’phthalein, noting 
the time of appearance and cellecting the output 
for, a given length of time. 


(7) Pyelogram and ureterogram of the af- 
fected side. 


In conclusion, there will probably always be 
a certain number of cases of hematuria in which 
we cannot find the cause of the bleeding and in 
which we will be forced to make a diagnosis of 
essential hematuria. But we believe that with 
more careful technic, improvements in our means 
of diagnosis, and more earnest efforts to find 
the cause, such cases will become more and more 


rare. 
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DISCUSSION (Abstract) 


Dr. Geo. R. Livermore, Memphis, Tenn.—1 believe, 
like Dr. Butts, that hemorrhage has a definite cause 
and if we search more carefully for it we will find it. 

Kretschmer and many others who have studied post- 
operative and post-mortem kidneys found some patho- 
logical condition to account for the hematuria. I still 
maintain that essential hematuria is a name and not 
a condition. 


Dr. Frank ‘J. Chalaron, New Orleans, La—I have 
looked through the literature rather carefully and I have 
never been able to find a report of a postmortem upon 
one of these cases of so-called stricture of the ureter 
that are being found constantly. The ureter, like the 


urethra, is not a tube of uniform caliber. It has its . 


points of contraction and of expansion. That infection 
produces a spasm which may be easily mistaken for 
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stricture is a fact. Many of us have found an apparent 
stricture and upon repeating the cystoscopy the next 
day found that the stricture had disappeared. 

We take our pyelograms in only one plane. The 
possibility of a kink in the anterior and posterior axis 
is not taken into consideration. Of course a marked 
kink in that direction would show, but usually kinks 
show in the lateral condition, and frequently what we 
take for stricture is nothing but an anterior kink. If 
we take pyelograms in different positions, placing the 
patient first in the recumbent position and then in the 
sitting, we will observe that there is a certain amount 
of mobility of the kidney which is not apparent either 
to palpation or to the pyelogram. 


Dr. E. K. Hirsch, Baton Rouge, La—lI have a case 
of malarial hematuria that has existed almost since 
birth, and one of syphilitic hematuria in a young man 
of 22 years of age who, having had hematuria two to 
six times a year since he was a boy 6 or 7 years of 
age. The hematuria cleared up under anti-syphilitic 
treatment, and he has never had it since. 


“Dr. C. W. Shropshire, Birmingham, Ala—The essay- 
ist made the statement that a Wassermann was done 
if necessary. I think that a blood Wassermann is 
essential in urological diagnosis. 

The three S’s in a consideration of hematuria are: 
stricture, diagnosed by pyelogram; stone, by x-ray; 
and syphilis, by a Wassermann. 


Dr. Abraham Mattes, New Orleans, La—I can call 
to mind five cases of hematuria treated in the last year 
in which syphilis was not the cause, in which there 
was no stricture, no evidence of stasis, but in which 
the cause was, to my mind, a granular pyelitis. One 
case, age 42, with a persistent hematuria for seven 
years, cleared up with four lavages of 8 to 10 cubic 
centimeters of adrenalin 1-1000, followed by 2 per cent 
silver nitrate. The bleeding was bilateral. 

All five cases with granular pyelitis as the cause of 
hematuria treated by the same method of lavage were 
cured or symptomatically relieved. 

Every case of hematuria should be subjected to a 
rigid examination and thorough observation as well as 
local treatment, before nephrotomies and_nephrec- 
tomies are performed. 

Dr. H. W. E. Walther, New Orleans, La—I wish to 
state briefly a recent experience. 

A young man, 18 years of age, presented himself, of 
anemic appearance, slender in build. All laboratory 
tests were negative, except that he had 60 per cent 
hemoglobin. The pyelogram showed a distinct filling 
defect in the center of the pelvis of the left kidney, 
which was the bleeding kidney. The other kidney was 
negative, with a high function. I believe that if I 
showed that pyelogram here this evening at least 50 
per cent of this audience would diagnosis it tumor of 
the pelvis of the kidney. 

We operated and removed the kidney. The pelvis 
was completely filled with fat, and how we got as much 
of a pyelogram as we did, I am. unable to explain. 

He made an uneventful recovery from the operative 
procedure, and about three weeks after he left the hos- 


pital presented himself at our office bleeding from the — 


other kidney. 
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The pathologist reported on the section as nephritis. 
Such experiences are not pleasant. 


I wish to make a plea for the conservative handling 
of hematuria cases of obscure origin, before considering 
surgery. 

Dr. Albert E. Goldstein, Baltimore, Md.—I had the 
opportunity to see a man who had been treated for 
five years for essential hematuria by a reputable urolo- 
gist. During this time a pyelogram was taken and re- 
ported negative. He was treated with ureteral injec- 
tions and applications and hematuria ceased for one 
year, after which there was a return. 

I first saw him five years after his original examina- 
tion. At this time there was a profuse amount of blood 
coming from the right kidney, none from the left. 
Pyelograms revealed an incomplete filling of the upper 
major calyx. We compared the plates with those of 
five years before and there was very little change ex- 
cept a slight blunting of the upper major calyx. Re- 
examination revealed an incomplete filling. 

He was operated upon and one could feel a definite 
mass in the upper pole of the kidney, in view of which, 
I did a pyelotomy, palpated a tumor mass and did a 
nephrectomy. 

One year after operation he developed hematuria 
again, and on examination, blood was seen coming 
from the ureter on the side from which we removed the 
kidney. I advised another operation to resect the 
ureter. At operation the ureter and bladder were found 
to be carcinomatous. He undoubtedly had carcinoma of 
the ureter at the time of nephrectomy. 

Prior to coming here, I had another similar case 
which was treated for essential hematuria. In every 
case of renal hematuria we are justified, after careful 
and thorough urological examination, in doing a renal 
exploratory operation, just as in abdominal surgery. 

It is ridiculous for the general surgeon to attempt 
operation in a case of hematuria, for as a rule the case 
has not been studied carefully. But one should not 
hesitate to post the case as an exploratory one after a 
careful study. By palpation or through a pyelotomy 
incision a great deal of information may be obtained. 


Dr. Herman L. Kretschmer, Chicago, Ill—Syphilis of 
the kidney is uncommon. Syphilis of the kidney pro- 
ducing hematuria is still more uncommon, but it does 
occur. So far as I know, in culling over the literature, 
Lebenhart, in Breslau, first diagnosed syphilis of the 
kidney clinically, twenty years back. He treated his 
patient with anti-syphilitic measures and cured him. 

A case like that of the essayist might have been diag- 
nosed essential hemorrhage in the pre-Wassermann days. 
Bleeding from the urinary tract means serious organic 
disease. I do not believe we are ever justified in diag- 
nosing essential hematuria. There is nothing that has 
produced or justified procrastination so much as has a 
juggling of these terms. 

In Berne, Switzerland, a decapsulation nephrotomy 
was performed and when the patient was brought 
back to bed, a secondary hemorrhage occurred. At the 
time of the nephrotomy nothing was found. Essential 
hematuria was diagnosed, and the entire kidney sec- 
tioned. On incision, a small papillary renal tube was 
found. 

The important message to the general practitioner is 
that renal hemorrhage or any kind of hemorrhage, 
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means serious organic disease. Nothing less than a 
complete urological survey of these patients must be 
made. 

There are only five common causes: stone, tumor, 
tuberculosis, infection and Brights’ disease, or nephritis. 
If the patient has massive hemorrhage, and a diagnosis 
of essential hematuria is made, he frequently comes in 
later with Brights’ disease; less frequently with syphilis 
of the kidney, and what not. The big group is of 
serious organic diseases that ought to be treated and 
recognized early. 

I wish to disagree with Dr. Goldstein wholeheartedly 
in his statement that if the general surgeon can make 
an exploratory, so can we. There is not a word of 
truth in it. The thing that has brought the urologist 
head and shoulders above the general surgeon has been 
the fact that we make our pre-operative diagnosis. 
We make a mistake once in a while, but we must 
not get into this haphazard way of doing explora- 
tory operations. There is nothing that has hurt the 
general surgeon.so much as his exploratory operation. 
There is nothing that has done us so much good as our 
accurate and painstaking working out of the minutest 
detail of the urological case. 


Dr. Butts (closing) —Dr. Hunner has proven beyond 
doubt that ureteral stricture exists as a definite patho- 
logical entity. 

These cases were not cases of malarial hematuria. So- 
called malarial hematuria is really a hemoglobinuria. 
These urines showed the normal red cel's. In addition 
to that I examined the blood of both of these patients 
several times and found it free of any plasmodia. 

Granular pyelitis does give massive hematuria. I for- 
got to mention it in my list of cases. 


DEXTERITY VERSUS FORCE IN TREAT- 
MENT OF FRACTURES* 


By Joun D. Trawicx, M.D., 
Louisville, Ky. 


The subject chosen for this very short paper 
came into my mind one hot summer day last 
August when, in my rounds I reached the 
colored ward in a hospital where lay a young 
negro woman, of huge dimensions, who had sus- 
tained a compound Potts fracture of the right 
leg. 

The patient had been made fairly comfortable in a 
temporary dressing, with her leg and foot held in a sim- 
ple pillow-first-aid splint. The x-ray revealed almost 
complete dislocation of the astragalus from the os calcis 
and tibial articulation, it being rotated outward and 
backward, the foot in extreme eversion. 

It was seen at once that the problem of reduction 
was made increasingly difficult by a wound under the 
external maleolus, through which a tip of a fragment 
of the fibula had protruded. 


*Read in Section on Bone and Joint Surgery, Southern 
Medical Association, Eighteenth Annual Meeting, New Or- 
leans, La., Nov. 24-27, 1924. 
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It was not possible to make traction by any ordinary 
means without encountering that wound and even then, 
not sufficient force could be exerted to produce the 
slightest’ impression on the powerful muscles. Clearly 
our strength was no match for this monstrous problem, 
and we therefore must fall back upon other resources 
than force. Under profound anesthesia, on a Hawley 
table, the foot was turned into a corrected position, 
inverted, and a plaster shoe applied to the ankle joint, 
leaving the wound well protected. 

Along the outer edge of the sole of this plaster shoe 
were fixed loops of plaster, through which strong ban- 
dages were passed and made fast to the foot extension 
piece on the Hawley, so that the force of extension 
would be exerted along the longitudinal axis of the leg 
and through the inverted foot. Then leaving a space 
of six inches above the ankle joint, a second plaster was 
applied and carefully fitted to the leg up to the knee, 
molded into the contour of the vast limb. Traction 
was then applied and the astragalus was felt to slip into 
place, and good alignment seemed to be secured for the 
foot. Plaster bars were laid across from the leg of the 
plaster to the foot, and allowed to set firmly before 
traction was released. The patient was then sent back 
to bed. No kind of force ordinarily exerted could have 
secured this result. 


In transverse fractures of the femur at about 
the mid-portion where muscle pull gives an 
overlapping and renders replacement a most 
difficult task we have seen surgeons exert violent 
manipulative efforts to effect an end-to-end ap- 
position, a very desirable, exasperatingly elusive 
thing to do, rendered all the more exacting when 
one finds a few days after an actual engagement 
has been secured and proven by x-ray, that the 
fragments have slipped again. Why wear the 
patient’s strength and yours to shreds, when you 
may with due care open up, and by dexterous use 
of the appliances all of us are using and are fa- 
miliar with, cut a slot in the bone, drive the self- 
furnished dowel home into the intermedullary 
space and thus maintain the apposition, without 
fret or strain. 


Spiral and oblique fractures of the femur 
sometimes present serious difficulties in mainte- 
nance of reduction. In another case by traction 
in plaster with a superimposed felt pad for pres- 
sure, having carefully checked up the length of 
the pull by measuring the two femurs a perfect 
result was obtained and the boy was walking on 
a sound leg in less than two months. 

No possible force of traction or manipulative 
effort could effect reduction in the case of frac- 
ture at the lower articular femoral end with 
turning turtle of the articular surfaces, up- 
ward and anteriorly upon the shaft. Through 
an incision laterally to the knee joint a bone skid 
was passed between the tuberosities and the 
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distal end of the femur with the leg in extension. 
After I carefully pried the articular fragment 
over and flexed the limb slowly, the fragment 
slipped into apposition and was maintained with- 
out further appliance, other than a cast on the 
extended limb. A good walking knee has been 
secured in a few weeks. 

Another very heavy woman fell with a slipping, twist- 
ing motion, and could not get up. When she reached 
the hospital x-ray showed a comminuted splint spiral 
fracture at the lower third femur, left, with upward 
and backward displacement of the lower fragment. 

In a modified Hodgen’s with overhead suspension 
placed so as to secure a persistent forward pull on the 
limb practically perfect alignment was secured, even 
though we must confess to a very great early desire 
to go in on the fracture. At no time was force used 
in any manipulative effort to secure a reduction. The 
weight of the limb furnished its own pull. 

There is a class of unfortunate cases we are 
all seeing, such as this, in which neither force 
nor dexterity have been used in the treatment. 
Such cases call upon all we have of ingenuity 
or ability to undo and restore them. 

Skill in the management of fractures calls for 
immediate recognition of all the physical forces 
playing upon the problem presented in any 
given case. These forces act noiselessly and 
without friction so long as function is undis- 
turbed. But where the body architecture has 
suddenly sustained a shock, function becomes 
unseated and the forces which have heretofore 
worked obediently along well charted anatomical 
lines, seek frantically for their accustomed re- 
sultant and find it not. On the other hand, is 
distortion, and deformity, and pain and anarchy. 

It is the duty of the operator to restore func- 
tion and quiet the disturbance of forces, to 
satisfy himself that he has not only analyzed 
them, but that his scheme of treatment shall 
conform to the demand made thereby. 

The commonest approach to this restoration of 
function is by way of force. We have somehow 
gotten it into our psychology that to reset a 
broken bone, we must use force. We therefore 
hark back to the primordial, cave man, stone 
age, attitude, that since violence has done this 
thing, then by violence it must be undone. 


Force in the reduction of fractures usually 
implies the use of but one resource. Dexterity 
necessitates instant familiarity with a multitude 
of resources, and it is perhaps to our discredit, 
that the less familiar an operator is with these 
resources the more certainly he falls back upon 
violent manipulative effort. Paradoxically, dex- 
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terity implies the recognition of force as her 
chief ally, and it depends upon the experience 
and skill of the operator just in how nice a bal- 
ance these two quantities may be combined. 

Men are as variously skilled as they are 
minded. Some secure remarkable results by 
the use of methods which other men avoid, and 
none needs condemn any good scheme. Only he 
must use those that he can use to best advan- 
tage. 

A few smooth stones out of the brook and a 
sling in the dexterous hands of a sunburned 
youth, flung death straight at the brow of a bul- 
lying giant, while the heavy armor of a king, 
battle dented, lay discarded, not because the 
armor was bad, for the king, but because the lad 


knew his sling better. 
910 Starks Building. 


DISCUSSION (Abstract) 


Dr. Isidore Cohn, New Orleans, La.—Unreasoning 
force will not reduce a fracture, nor will it treat the 
injured member. Dexterity is application of force in 
accordance with the underlying physical and anatomical 
principles, with a view to obtaining such an equilibrium 
as existed before the injury. Such an equilibrium re- 
sults in a harmony of action on the part of the muscles, 
which means ultimate restoration of function. 


Dr. Wallace Billington, Nashville, Tenn—We are 
learning more and more to substitute dexterity for force 
in the treatment of fractures. We hope the day will 
soon come when we do not see cases that have been 
put under an anesthetic half a dozen times, and manipu- 
lated, and splinted, etc., several times. 


Dr. Fred G. Hodgson, Atlanta, Ga.—I wish to de- 
scribe a method which we used recently for slipped 
epiphysis of the lower end of the femur. Under anes- 
thetic, with traction, and perhaps some force, I was 
able to pull the fracture down. As long as it was held 
in an acute flexed position there was no tendency to 
displacement. I put on a couple of plaster splints, 
maintained the proper position in acute flexion, and 
avoided an open operation. if you see the case early 
you can treat it in this way without trouble. It is a 
difficult question to decide when to operate and when 
not to operate. Dr. Trawick has had excellent results 
by operation, and I get them without operation. I 
think the non-operative procedure should be used when- 
ever possible. 


Dr. Trawick (closing) —The treatment of fractures 
must take into consideration other facts than that there 
is a broken bone, and that two or more fragments 
are to be brought into apposition. 

Dexterity is the skillful use of a knowledge of various 
methods of meeting anatomical requirements. 
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VARICOCELE OF THE BROAD LIGA- 
MENTS: WITH REPORT OF TWO 
CASES*+ 


By Everarp A. Witcox, A.M., M.D., 


Associate Professor of Gynecology, Medical De- 
partment, University of Georgia, 


Augusta, Ga. 


Some mention has been made in the literature 
of pampiniform varicocele existing apart from 
gross disease or marked malposition of the ute- 
rus and adnexa. Dr. H. D. Furniss! reports two 
cases, in both of which a correct preoperative 
diagnosis was made; and in one it was the only 
reason for operation. Both patients were re- 
lieved by ligation and a Gilliam suspension of 
the uterus. Darnall? also reports five typical 
uncomplicated cases with correct preoperative 
diagnosis and cure of each by ligation. Many 
reports of such typical cases are desirable in 
order to establish the symptomatology of this 
infrequently recognized condition. 

Most writers agree that the chief cause of 
this relatively uncomplicated form is subinvolu- 
tion, with persistence of the dilated state of the 
veins. Cases of subinvolution are most likely to 
have retroversion either as a cause or result of 
the failure of the uterus to involute, so that 
simple varicocele is apt to be rare. 

Graves? says: “A most important phase of varix for- 
mation is that which takes place in the pampiniform 
plexus of veins in the broad ligaments in conditions 
of chronic pelvic congestion, especially when due to 
malposition of the uterus. According to Opitz, and in 
this, our own experience coincides, many of the pelvic 
pains that attend uterine displacements are due to var- 
icose veins of the broad ligaments. These varicosities 
are often so tender as to cause a mistaken diagnosis of 
inflammatory adnexal disease. Restoration of the 
uterus to its normal position will often, though not al- 
ways cause the venous engorgement to disappear, with 
complete relief of symptoms.” 

Obvious symptoms of congestion in the retro- 
verted uterus are: enlargement, softening, ex- 
cessive secretion and excessive menstruation. 
According to Eden and Lockyer,’ 

“With puerperal retroflexion the heavy fundus falls 
back and overlies the ovarian veins, tending to obstruct 
the flow of blood within them.” 


In these cases the veins are rarely palpable. 


*From the Medical Department, University of Ga., and 
the Surgical Division of the University Hospital, Augusta, 
Georgia. 

_tRead in Section on Surgery, Southern Medical Associa- 
Paes — Annual Meeting, New Orleans, La., Nov. 
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Some have suggested that examination in the 
upright position will favor discovery of the varix. 
There is often a bulging or soft fullness in the 
fornices, caused by the cecum and the pelvic 
colon, and this may prove misleading. As a 
class the patients are usually of spare build with 
little intra-abdominal fat, and suffer from vari- 


‘ous visceroptoses. Their circulation, as a whole, 


is poor. They complain of constant pain deep 
in the iliac spaces, sometimes on one side only, 
and similar to the aching of a scrotal varicocele. 
This may be entirely relieved or greatly dimin- 
ished by lying down. They suffer by day, and 
with premenstrual or first-day pain, which quite 
disappears when the flow is established. 


The pelvic examination is negative except for 
the enlargement of the uterus and perhaps a mal- 
position, which is not fixed. Tenderness in the 
fornices, with inflammation absent and malposi- 
tion present strongly suggests varicocele, es- 
pecially together with a history containing the 
necessary requisites for subinvolution. How- 
ever, this important condition of varicocele is 
likely to be discovered only by laparotomy done 
for some other purpose, such as suspension after 
repair of the pelvic floor. The condition is in- 
deed but one of many.points that merit atten- 
tion, but in the exceptional case failure to recog- 
nize it may mean failure of the operation to re- 
lieve. 

According to Morris’ “Anatomy,” “The pampiniform 
plexus near the ovary communicates freely with the 
uterine plexus of veins, and with the plexus of veins 
which extends from the hilus of the ovary into the 
ovarian ligament. After passing from between the 
layers of the broad ligament the plexus unites to form 
at first two and then a single vessel which accompanies 
the ovarian artery.” 

When varicocele is present it bulges forward 
under the anterior layer of the broad ligament. 
It begins about at the hilus of the ovary, and 
terminates at the main trunk of the ovarian 
vein. Its depth, or breadth, in the broad liga- 
ment depends upon associated distention of the 
uterine veins. The uppermost veins are the ones 
likely to be affected, though in marked cases all 
veins from uterus to pelvic wall become vari- 
cose. 

Reed,® in his comprehensive article, mentions 
actual intrinsic disease of these veins, with en- 
dophlebitis and phleboliths. These changes are 
perhaps secondary. 

Although these patients are symptomatically 
relieved by lying down, I have not observed 
among many pelvic cases that distinctly vari- 
cose veins drain out in the Trendelenburg posi- 
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tion. It is the opinion of others that they do 
collapse, and I have no doubt that this is true 
in the uncomplicated cases. 

In order to get the best results from our sus- 
pension operations, and relieve the deep iliac 
pain, I believe it is wise to ligate some of these 
veins when they are enlarged; for as Graves ob- 
serves, correcting the malposition will net al- 
ways cause the venous congestion to disappear. 

In my experience, broad ligament varicocele 
occurs most frequently as a late complication 
of pelvic peritonitis which has healed and left 
adhesions. It is this phase to which I especially 
call attention. These cases occupy a kind of 
middle ground between the typical uncompli- 
cated varicocele which is rare, and the varicocele 
that commonly accompanies procidentia, intra- 
ligamentous tumors and other extensive disease. 
They resemble the typical cases in that there is 
an absence of inflammation and often a lack of 
marked malposition or fixation. The symptom- 
atology is identical, for the varicocele is the 
seat of pain. It may be of more practical value 
to study the more common appearance of the 
lesion along with the rare typical form. 

The cases here selected have varicocele as the 
most outstanding feature in a longtime quiescent 
chronic pelvic inflammation with adhesions. In 
the two cases reported, diagnosis of varicocele 
was not made prior to operation. 

Case I—A. L., colored, University Hospital No. 
33357. Age, 27. Menstruated first at 12, regular, 3 
days with slight pain. Two children 9 and 7. No 
other pregnancies. No abnormal discharges. Last child 
delivered normally, but 3 weeks afterward she suffered 
right lower abdominal pain, and was invalided 5 months. 
Remained well 6 1/2 years until 5 months previously, 
when she suffered acute lower abdominal pain with no 
nausea, constipation or diarrhea. Pain in both iliac 
regions had been present daily since onset, always while 
up, and relieved by lying down. 

General examination showed nothing noteworthy. 
Development was fair. 

Pelvic examination showed slight muco-epithelial dis- 
charge. There was sufficient perineal support. Cervix 
and body were normal in size and position, and mov- 
able in all directions, though there was some fixation 
on the right with fullness in that fornix. Considerable 
tenderness was noted in the right fornix; not so much 
in the left. 

Preoperative diagnosis: pelvic inflammatory disease, 
chronic. 

Findings at operation: healed bilateral salpingitis. 
A few fibrous pelvic adhesions. Hemorrhagic cyst of 
right ovary. Bilateral varix of the pampiniform plexus 
one inch wide by two inches long with 6 to 8 large 
parallel veins. Submucous and peritoneal fibrosis of 
appendix. 

Operation: January 30, 1924. Double salpingectomy, 
resection of that portion of the ovary bearing the hem- 


May 1925 


orrhagic cyst. Liberation of adhesions posterior to uterus 
and tubes. Appendectomy. 
Result: Cured to date, after 11 months. 


In performing salpingectomy the greater por- 
tion of varicose veins were excised. Fibrous ad- 
hesion in this case obstructed the venous out- 
flow. No uterine malposition, enlargement, in- 
flammation or congestion symptoms were noted. 
Only pain was present. I believe it fair to assume 
that the varicocele was the chief cause of pain 

Case II.—Mrs. I. J., age 29, was admitted to Wilhen- 
ford Hospital, February 21, 1921. She was of spare 
frame, had poor circulation, and was extremely neu- 
rotic. 

Her chief complaint was constant pain in left iliac 
region when up and about. 

No pregnancies. Menses scanty and irregular. Con- 
stipation. Urinary system normal. Uterus small, dev- 
iated to left and slightly fixed in moderate retroversion. 
Extremely tender left fornix. Operation advised for 
adherent retroversion and performed February 22, 1921. 


Operation: Left salpingo-ophorectomy, Gilliam sus- 
pension of the: uterus after dividing the posterior and 
left side abhesion. The left tube only was a little 
thickened, convoluted, and sealed to the ovary which 
was atrophied. The right tube and ovary were normal. 
The chief finding was a large sacculated varix in the 
left broad ligament one inch in diameter by one and a 
half inch long, presenting between tube and round liga- 
ment. This was dealt with by V-shaped excision of the 
adnexa. 

Following this operation the woman promptly re- 
turned to mill work and remained well 2 1/2 years. 

In these cases of retroversion-flexion the 
fundus passes over an arc of almost 180 degrees. 
The infundibulo-pelvic ligament suffers torsion, 
but in degree considerably less than that of the 
arc described by the uterus. With a heavy ad- 
herent retroversion and displaced and _pos- 
teriorly adherent adnexa there is added stretch- 
ing to torsion and nearly always compression of 
the ovarian vein by the distal end of the tube 
crossing it to become fixed deep in the cul- 
de-sac. 

Marked obstruction of the broad ligament 
veins is often seen when operating to correct an 
adherent retroversion where the uterus and 
adnexa are confined in the posterior pelvis by 
old adhesions from a pelvic peritonitis which has 
healed. After liberating the adhesions and draw- 
ing the uterus forward, the veins may be in- 
spected while spread out on the fingers. If they 
have multiplied, and are distinctly varicose, I 
believe it is wise to ligate some of them. This is 
best accomplished by incision of the anterior 
layer of broad ligament and direct ligation at 
the inner and outer ends, as in one of our re- 
cent cases with large varix. The segment be- 
tween ligatures is resected. V-shaped resection 
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of the adnexa will naturally do away with the 
varix: salpingectomy alone will not touch it. 


In keeping with the views of others who have 
written on the subject, I suggest that varicocele 
of the broad ligament be thought of and looked 
for. By so doing we shall be able to cure many 
distressing cases which would otherwise go un- 
relieved. It should be treated by multiple liga- 
tion and resection, if division of adhesions and 
correction of malposition do not seem to pro- 
vide for free venous outflow. 


SUMMARY 


(1) Chronic venous stasis in the broad liga- 
ments complicates many common pelvic condi- 
tions. 

(2) It assumes importance when the asso- 
ciated conditions cannot be held responsible for 
pain. 

(3) A preoperative diagnosis is rarely made. 

(4) It is induced primarily by malpositions of 
the uterus which favor subinvolution. 

(5) Mechanical obstruction at the outer side 
of the broad ligament is the usual direct cause. 

(6) It seems to occur most frequently after 
a puerperal pelvic peritonitis where the subin- 
voluted uterus is in adherent retroversion-flexion, 
and the adnexa are bound posteriorly by old ad- 
hesions. 

(7) Deep pelvic pain, persistent, increased 
before and during periods, relieved by recum- 
bent position with inflammation absent and mal- 
position present, suggests it. 

(8) Distinct saccular varicosities require 
ligation. 

(9) Less obvious distention may be re- 
lieved by maintaining a forward position of the 
uterus after cutting adhesions. 
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DISCUSSION (Abstract) 


Dr. M. Y. Dabney, Birmingham, Ala—This repre- 
sents the only gynecological paper presented before this 
section. It is refreshing to hear a paper which em- 
phasizes diagnosis rather than some new technic or 
some new operation, of which we have so many at 
present. The number of cases reported, as the Doc- 
tor said, in which the varix was uncomplicated are 


SOUTHERN MEDICAL JOURNAL 363 


very few. It is usually in association with other patho- 
logical conditions and I would be rather skeptical if 
too many cases were reported before operation. The 
evidence is so meager. It is largely a matter of ex- 
clusion of other conditions. If there are phleboliths the 
diagnosis becomes somewhat more simple, but these 
are rare. I have never been able to make a diagnosis 
before operation, and have never had a case which was 
not complicated by other pathological conditions. In 
looking up the literature I was much surprised to find 
that Clark’s translation of Winter and Ruge had not 
a word on this subject, and that most other text-book 
authors had very little to say on the subject. j 


In suspected varicocele of the broad ligament we 
have very little data to go by. The authors described 
the patients’ symptoms of weight and discomfort 
across the lower abdomen, such as the darkies term 
“a misery,” and this is the predominant symptom. Ob- 
scure backache, and dysmenorrhea, in the absence of 
any other sign to account for it, dysmenorrhea, par- 
ticularly associated with chronic constipation, suggest 
that we should be on the lookout for this condition 
and when found we should advise resection or ligation 
of these varicose veins. 

The point that Dr. Wilcox wishes to emphasize is 
that while this condition is rare and difficult of diag- 
nosis, one should be on the lookout for it because even 
after having opened the abdomen the condition may 
be very easily overlooked. 


Dr. P. B. Salatich, New Orleans, La—I have been 
ligating veins for ten years. The condition is suspected 
it the patient describes her symptoms in this way: “I 
get up in the morning and feel well, but if I try 
to work after an hour or so, I have a bearing down 
pain which often radiates down the thighs, and if I 
lie down I feel better.” If she had a diseased ovary 
o1 tube the pain would not disappear immediately upon 
lying down. These veins become very large at times. 

I do not entirely agree with Dr. Wilcox as to re- 
trodisplacement. I have found these veins in all con- 
ditions. Usually the uterus is inclined to be heavy; 
there is relaxation; and it is a little large. I believe 
the condition is due to undertone. Some womer de- 
velop varicose veins in the legs from the same cause. 

It is very easy to deal with the veins in the broad 
ligament. When we first attempt this they appear 
to be the most friable things imaginable. But with 
care they can be brought out, ligated at points and 
cut between the ligations. After they have been re- 
moved and ligated in the free part of the ligament, if 
one will look down and pull the uterus one will find 
an enormous plexus of veins at the bottom. All of 
these cannot be ligated. Neither can one do a_hys- 
terectomy, as some of these women are young. I cut 
off as many of the veins as I can, make a suspension, 
and keep the patients under tonic treatment. In large 
majority the skin is soft, the tissues are flabby and 
they have not the strength they should have. Even 
after all we can do we often find that there is a cer- 
tain amount of continuous embarrassment in the pelvis. 

These patients complain very much but when the 
abdomen is opened, unless one is looking for this pa- 
thology one will observe that the tubes are normal, 
and the ovaries not large or cystic enough to give all 
the trouble. If one is satisfied simply to, pull the 
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uterus up and suspend it, one will not cure the patient. 
These veins must be sought for and ligated. 


Dr. Wilcox (closing) —I think Dr. Salatich is right 
in his remarks. Not all of these patients require direct 
operation on the vein, but where the veins are dis- 
tinctly enlarged, it is well to combine ligation and re- 
section with the other operative measures used to cor- 
rect uterine malposition. 


ACUTE RETROPERITONEAL APPENDI- 
CITIS* 


By D. C. Donatp, M.D., 
Birmingham, Ala. 


It is agreed by the embryologists that during 
the sixth or eighth week of embryonal life the 
large intestine takes on a different shape (swell- 
ing) and can be differentiated from the small 
intestine (primary intestinal loop). Up to this 
time of intra-uterine life the intestinal loop is 
placed to the left of the midline, as the enlarge- 
ment of the cecum takes place and rotates to the 
right flank, bringing the appendix, which has 
many chances to become fastened to the pos- 
terior abdominal wall and have the peritoneum 
spread over in whole, or in part, instead of en- 
veloping it and forming a mesentery. 

Craig and Briggs classify these aberrant ap- 
pendices in four types: 

(1) Those lying against the posterior wall of the 
cecum with no mesentery. 

(2-3) Types 2 and 3 are the same except that in 
type 2 the proximal portion of the appendix is extra- 
peritoneal, and in type 3 the distal portion is outside 
the peritoneal cavity. 

(4) Those in which the appendix and posterior wall 
of the cecum are both extra-peritoneal. 

Occasionally we encounter the acquired type 
which is first retrocecal. Due to changes which 
follow inflammatory deposits around the appen- 
dix the posterior peritoneum is replaced with 
fibrous connective tissue, and the appendix be- 
comes a post-peritoneal organ. 

These appendices often differ from the nor- 
mal intra-peritoneal kind, not only in position 
but in structure. The walls are thicker and more 
friable, excess lymphoid tissue, due to the absence 
of the mesentery fold (if present only a thin 
leaf) receives its blood and nerve supply solely 
through the appendix artery and nerve plexus 
at the base of the cecum. The defensive peri- 
toneum is replaced by loose cellular tissue and 


*Read in Section on Surgery, Southern Medical Associa- 
- — Annual Meeting, New Orleans, La., Nov. 
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all form a poor defense in case of acute infec- 
tion. The superior mesenteric plexus (sympa- 
thetic system) does not get the impulse or stim- 
ulation as in the intra-peritoneal type which 
comes often as an epigastric and umbilical pain 
and later localizes at McBurney’s point. In 
retroperitoneal appendicitis the pain remains in 
the cecal fossa as an ache. Soon swelling and 
edema of its walls causes choking of the vessels 
or endarteritis, and necrosis with early break 
in its coats. 

During the past thirteen years 5 per cent of 
my appendix cases have been extra-peritoneal, 
and 25 per cent retrocecal. 

It is my desire to call your attention to the 


signs or symptoms which are encountered in 


acute infection of this type of appendix. 


Pain comes most frequently as a sudden symp- 
tom, confined to the cecal region, radiating to 
the back muscles, and after eight to ten hours 
a large percentage of cases become definitely 
tender in the back along the brim of the pelvis. 
Palpation of the anterior abdominal wall re- 
veals only a slight muscle rigidity and disten- 
tion, with a minimum amount of pain. Often 
the cecum is inflated with gas and residue, and 
frequently the omentum is attracted to the right 
cecal fossa as a protector and the two organs 
form a cushion between the examining hand and 
diseased focus. Epigastric and umbilical dis- 
tress (pain and vomiting) come only in a small 
percentage of cases as the superior mesenteric 
plexus does not receive the impulse from the local 
irritation of the peritoneum as in the intra- 
peritoneal type. 

Laboratory findings on blood and urine are 
most essential. Increased white blood count 
will be in ratio with virulence of infection to the 
resistance of the patient, with the percentage of 
neutrophiles increased after suppuration. The 
finding of blood and pus cells in urine obtained 
from the bladder, with history of no recent 
urinary infection, associated with acute right 
abdominal pain should be of material aid in 
establishing a diagnosis. 

The intra-peritoneal type of appendix does 
not give a hematuria or pyuria, except in a small 
percentage of cases where the appendix is held 
by adhesions to the posterior peritoneum along 
the course of the ureter. This causes more pres- 
sure on the nerve than on the ureteral tract, and 
the patient will invariably complain of a pain 
in the genitalia and bladder as the first symp- 
tom, with only a minimum amount of kidney 
discomfort. 
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Another type of cases where the appendix 
causes urinary disturbance is in the appendix 
placed in the pelvis. After suppuration in this 
type, due to the close proximity of the bladder 
and ureter we find this may change, but the con- 
dition can be ruled out by digital rectal exam- 
ination. The physician should make a rectal 
examination in all cases of acute abdominal and 
pelvic conditions, and best results can be ob- 
tained with the patient on the back with thighs 
flexed on the abdomen. 

Pyelitis, associated with appendicitis, can be 
ruled out by location of pain in the kidney re- 
gion, high temperature, chills and rigors, marked 
pyuria, and often a history of present or previ- 
ous focal infection. 

In pyohydronephrosis the urine carries a high 
pus cell count, no erythrocytes, and on draining 
the kidney with a catheter a large amount of 
urine is obtained, thick and turbid in character. 

In perinephritic infection the symptoms are 
acute. There is high fever, pain confined to 
back muscles and kidney region, the urine 
shows a few red and white blood cells, and 
usually there will be some history of focal infec- 
tion. A test that gives much information is to 
have the patient in a sitting posture, bending 
forward. On heavy percussion of kidney region 
much pain will be elicited. 

In gall bladder, gastric, and duodenal lesions 
the pain is confined to the organ involved. There 
are no urinary changes, and after a few hours 
muscle stiffness is the prominent feature. In 
gall bladder trouble there is rigidity of the right 
abdominal muscles running into the costal at- 
tachment. In gastric and duodenal lesions the 
muscle stiffness involves all the upper abdom- 
inal group, and the patient will frequently give 
a history of a previous gastro-intestinal com- 
plaint. 

* Tubo-ovarian diseases can be eliminated by 
careful vaginal and rectal examination and his- 
tory. 

Renal calculus in the kidney pelvis or along 
the ureteral tract can be ruled out by the 
character and location of pain, urinary findings, 
along with cystoscopic and x-ray findings. 

Extra-peritoneal and retrocecal appendicitis 
carries a high percentage of urinary disturbances 
in the form of hematuria. Erythrocytes vary 
from eight to ten per field to a solid sheet, with 
a few white blood cells, and red cells often be-. 
come hemolized, giving to the urine a dark 
amber or cherry color. Especially is this noted 
in the case where the ureteral tract becomes tem- 
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porarily blocked with definite pressure on the 
kidney structure and its normal pelvis is dilated 
to accommodate a hundred or more cubic centi- 
meters of urine. Due to right abdominal stiff- 
ness and lumbar distress the size of the kidney 


cannot be definitely outlined. 


Cystoscopic examination is of most value and 
should be more often done in aiding the diag- 
nosis of right abdominal lesions. Findings are 
usually negative until the corresponding ureteral 
orifice is reached. Dark colored fluid is found 
exuding from its lips. The ureteral catheter will 
universally meet a resistance at some point along 
the ureteral tract, more often its middle third. 
After passing through the constricted area, urine 
will drain through the catheter in a stream. 
Below is the report of a case which presented 
such a urinary history from backward pressure 
on the kidney caused by suppuration of an extra- 
peritoneal appendix. 


Mrs. L. K., a white female, age 23 years, was seven 
months pregnant. She had no special complaint during 
pregnancy other than nausea. Five days prior to 
admission to the hospital she began having severe pains 
in the right lower quadrant and hip. The next day 
she had a chill with high fever. She vomited once 
during the first twenty-four hours. Examination after 
she reached the hospital revealed a temperature of 
103.6°, pulse 132, abdomen rounded from pregnancy, 
muscles not rigid, tenderness along the right side from 
the costal border to Poupart’s ligament with definite 
pain and tenderness in back along the brim of the 
pelvis and kidney region. The leukocyte count was 
9050, with 78 per cent neutrophiles. Urine was positive 
for albumen and acetone, had ten white blood cells to 
a high power field, and was loaded with erythrocytes, 
many of which were broken up from hemolysis. Cysto- 
scopic examination the day following admission showed 
no pathology until a No. 8 catheter reached the middle 
third of the right ureter, and met resistance which soon 
gave away. The catheter passed into the kidney pelvis 
and drained 150 c.c. of highly colored urine. The analy- 
sis was the same as for the bladder specimen. By the 
next day the temperature had dropped to 101°, the 
pulse to 110. Leukocyte count and neutrophiles were 
unchanged. Vaginal examination was negative. | 

As we were not able to arrive at a diagnosis she was 
given water, alkalies freely, food in the form of liquids, 
made comparatively comfortable with heat to the 
affected side and morphin in small dosage. Two days 
later the kidney was again drained by catheter. We 
obtained only 50 c.c. of the same type of urine. Follow- 
ing the second cystoscopic examination the temperature 
dropped to 99°, the pulse rate was 88, with no change 
in blood picture. The renal picture was one resulting 
from pressure, but in the face of less local complaint, 


unchanged blood picture and associated pregnancy, - 


conservatism prevailed. 

There soon appeared a fluctuating mass at Petit’s 
triangle and an increase of white blood cells to 22,500 
with neutrophiles 88 per cent. Under novocain the 
mass was incised. We obtained a large amount of sero- 
sanguinous fluid and the odor was that of colon bacillus 
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infection. After obtaining culture from the fluid and 
cavity we drained the transverse process of the fourth 
lumbar vertebra which was found eroded with destruc- 
tion of the posterior peritoneal tissue. The smear and 
culture showed large and small Gram positive cocci, 
slender Gram positive cocci, and Gram negative bacilli 
of co'!on morphology. The comment by the pathologist 
was that the appearance of the material under Gram 
stain suggested the picture usually obtained in a smear 
from feces. 

The pathological changes which develop in 
the appendix from acute infection may be clas- 
sified into two stages: 

(1) One in which the disease is confined 
within the appendix wall. 

(2) One in which the infection after giving 
away of its walls, spreads to the surrounding 
structures, peritoneum, cellular tissue, or blood 
stream. 

In the first stage the course is the same re- 
gardless of its position. But in the second stage, 
due to the limited peritoneal covering (of retro- 
peritoneal and retrocecal appendix) peritonitis, 
if present, is confined to a limited area, the lat- 
eral or lumbar peritoneal fossa, thereby being 
shut off from the general abdominal cavity. Very 
frequently the infection spreads upward towards 
the liver and kidney, often reaching the dia- 
phragm, forming a subphrenic abscess, by cellu- 
litis to the retroperitoneal space with rapid de- 
struction of surrounding tissues and forming an 
abscess along the psoas muscle (Petit’s triangle). 
Less frequently it drains downward and termi- 
nates as an abscess in the inguinal region or with 
destruction of the fascia of the thigh. In the third 
course the infection may enter the blood stream, 
particularly the veins, and end by septicemia. 

The treatment is surgical. The earlier it is 
applied the better the prognosis for the patient, 
and the less mortality for the surgeon. The mode 
of entrance is as follows: 

(1) Para-rectal incision. 

(2) McBurney’s inter-muscular incision with 
backward extension over the brim of the pelvis 
through the fibers of the internal oblique and 
transversalis muscles. 

The para-rectal route has the disadvantage of 
throwing the operator too much to the median 
line, and exposing the general abdominal cavity 
to infection. In true retrocecal and retro-peri- 
toneal appendicitis the infection is confined to 
the right peritoneal fold and behind the cecum, 
which encloses the diseased process. Only occa- 
sionally is the omentum and coil of small bowel 
called upon to act as a defense organ. In a very 
small percentage of the cases a portion of the 
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appendix is exposed to the general abdominal 
cavity, and in this type of case after suppuration 
the cavity will become infected, which will de- 
mand abdominal and pelvic drainage. Fibers of 
the twelfth intercostal or ilio-hypogastric nerve 
are frequently severed, producing impairment 
of the local tonus of the abdominal wall. Such 
sequelae of course cannot be avoided, and must 
be faced when difficult life-saving work is to be 
safely carried out. 

McBurney’s blunt inter-muscular division with 
extension of the incision backward, cutting the 
fibers of the internal oblique and splitting the 
fibers of the transversalis one inch from the 
crest of the ilium gives the best exposure and 
drainage for this type of case. It may be done 
without hesitancy, because neither important 
nerves nor blood vessels are cut. I have never 
observed abdominal hernia resulting from this 
high back incision, as fibers of the above men- 
tioned muscles can be sutured and insure fairly 
accurate results in union. Protect the general 
abdominal cavity with hot packs to the inside 
of the cecum and colon. 

The lateral peritoneal wall forms a good land 
mark in locating these aberrant appendices. The 
base of the cecum may have to be removed from 
its bed by incising the lateral and posterior ad- 
hesions when the appendix will come into view. 
Much time can be saved when the appendix is 
surrounded with massive adhesions, and of ab- 
normal length, by clamping its base with two 
forceps half an inch apart, excising and cauter- 
izing each end, invaginating the stump, and re- 
moving the organ from below upward. 

Proper drainage spells the difference between 
high and low mortality. A drain passed down to 
the base of the appendix does not reach and drain 
this basin. With the finger through the anterior 
incision the lowest spot can be located above the 
crest of the ilium. Make a counter opening and 
carry a good sized rubber tube which is brought 
to the dependent point by passing a pair of for- 
ceps through from the inside of the wound to 
the skin surface, drawing it downward to the 
inside flush of the peritoneum and anchoring 
it with silk worm suture. Drain the base of the 
cecum with a small cigarette drain through the 
lower angle of the anterior wound. 

As a post-operative precaution alkalinize the 
patient, give plenty of water, and make him 
comfortable with morphin. 


CONCLUSIONS 


Retro-peritoneal appendices are congenital 
anomalies. Occasionally following pathological 
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changes around the retrocecal appendix we have 
the acquired type. 

Location of back pain along the brim of the 
pelvis, with history of acute onset, aided by 
laboratory examinations of blood and urine, and 
cystoscopic examination noting the bladder and 
ureter changes, are the chief points in establish- 
ing a diagnosis of retro-peritoneal and retro- 
cecal appendices from other right abdominal 
lesions. 

The disease is surgical. McBurney’s inter- 
muscular incision with extension backward and 
above the brim of the pelvis through the internal 
oblique and transversalis muscles gives the best 
approach to this type of appendix. 

Suppurative cases require both posterior and 
anterior drainage, establishing reserve by giving 
water and alkalies freely, and securing rest with 
morphin. 
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DISCUSSION (Abstract) 


Dr. Carroll W. Allen, New Orleans, La.—These cases 
are usually difficult of diagnosis.. The appendix and 
cecum nearly always lie much higher than is usual 
and I have never seen a definite retrocolic appendix 
lying in the pelvis although in bad cases of prolapse 
part of the bowel may be in this position. 

In the great majority of cases there are some renal 
symptoms and occasionally hematuria. A helpful point 
in a differential diagnosis is that in kidney infection 
the temperature may go very high while in an appendix 
before rupture or abscess we rarely ever have high 
temperature, although both cases may have a high 
leukocytosis. 

I differ with Dr. Donald on the McBurney incision 
and much prefer the right rectus. It is better also to 
detach the cecum and ascending colon from the lateral 
abdominal wall and roll it in rather than to attempt to 
roll it up any great distance from the bottom as would 
be necessary if the appendix were situated as high up 
as the liver. 

If on operation it is found that a retrocolic abscess 
exists its walls should be sufficiently well defined when 
a stab wound through the flank guided by the hand 
within the abdomen will enable one properly to place 
a drainage tube in the abscess cavity without running 
the risk of draining through the abdomen. The abdom- 
inal wound can then be sutured tightly or with only a 
small cigarette drain if it is preferred. 

_ These cases nearly always have some pyelitis follow- 
ing the attacks and many of them have had to come 
back later for attention. I always have them looked 
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over by a urologist before they leave the hospital. 

Dr. J. S. Turberville, Century, Fla—A point in the 
differential diagnosis is peristaltic pain. These patients 
nearly always try to get the bowels to move and we 
nearly always get this symptom. 


Dr. S. S. Gale, Roanoke, Va—I wish to emphasize 
two or three points which Dr. Allen brought out, par- 
ticularly the right rectus incision. The appendix usually 
lies high and we cannot tell how high it will be. In 
three cases I have operated upon recently, two in chil- 
dren and one in an adult, I made the diagnosis of ap- 
pendicitis without particular difficulty but the difficul- 
ties developed at the time of operation. We were not 
able to diagnose the retroperitoneal appendix until we 
had opened the abdominal cavity. In the first case we 
recognized the condition after opening the peritoneum 
and closed the peritoneal cavity, turned the patient over, 
and drained through a kidney incision in the flank. 
That patient got along without any difficulty whatever, 
recovered and later we removed the appendix. 


The second case was of a boy who had been ill for — 


ten days. His father diagnosed the trouble and at the 
time of his admission to the hospital we could discover 


‘a well-marked abscess high up. We made a right rectus 


incision and I was going to ¢lose and go in through 
the back. But under very careful manipulation, the 
abscess ruptured into the peritoneal cavity and there 
was nothing to do but drain. The patient died the 
next afternoon from the overwhelming infection. If 
we could have gone in through the back the outcome 
might have been different. 

The third case was that of a woman who had a high 
retroperitoneal mass with a lot of inflammatory exudate 
and some pus. The mass was so large that in explor- 
ing the abdomen I first thought it was a kidney. Later 
I found the right kidney and I should have quit then, 
closed and made an incision through the back, but I 
opened from the front, put in a stab wound drain, and 
also drained in front. The patient has had a very stormy 
convalescence, and two or three weeks after the opera- 
tion she developed a phrenic abscess which requires 
drainage, and prolongs her stay in the hospital. 

I believe it would be better after exploring the abdo- 
men if all these cases were approached from a kidney 
incision, drained from the back, and in that way kept 
from contamination. 


Dr. Harley R. Shands, Jackson, Miss—Dr. Meyer, of 
New York, has recently recommended and described a 
seconday incision for the handling of difficult cases of 
retrocecal appendicitis. 

I find it helpful not to have one definite incision for 
all cases of appendicitis. If the incision is made over 
the point of greatest tenderness the appendix will be 
more easily approached. 

The four cardinal symptoms of acute appendicitis 
are: pain about the umbilicus followed by a little 
nausea or vomiting, followed by a slight or moderate 
fever, with a few hours later a localization of the ten- 
derness in the right iliac fossa. If the pain first occurs 
in the right iliac fossa instead of around the navel and 
the case clinically is appendicitis, I am inclined to think 
that the appendix will most probably be found to be 
retrocecal. 

Dr. Edward T. Newell, Chattanooga, Tenn—No one 


can tell before the abdomen is opened just what the 
condition is. We all know that in the retrocecal appendix 
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we frequently get both red and white blood cells in the 
urine and if they appear in large quantities one usually 
thinks of trouble in the pelvis of the kidney. We ali 
like to make as definite a diagnosis as possible before 
we open the abdomen, but if we wait too long with a 
fulminating retrocecal appendix we will lose our patient. 
It is not easy when a patient comes in at night, for 
instance, to have a urologist at hand to make the proper 
urologic examination. 

Since 75 per cent of these cases usually show involve- 
ment of the appendix, if one is in doubt it is better to 
open the abdomen and operate than to wait to learn 
whether you are dealing with pyelitis, and have the 
appendix rupture. 


Dr. W. A. Bryan, Nashville, Tenn —The Doctor men- 
tioned that Murphy published the statement that if a 
patient did not have fever he did not have acute appen- 
dicitis. Murphy later retracted that statement and 
acknowledged that it was not universally true. 

Last year I operated upon forty-eight cases of acute 
appendicitis, and of that group nineteen patients had 
temperatures varying from 98.6 down. Of that group 


of nineteen patients there were several cases of gangren- 


ous and several of perforated appendix. 
It is not true that a patient must show fever before 
we decide to operate for appendicitis. 


Dr. Jere L. Crook, Jackson, Tenn—For most cases I 
prefer a McBurney’s incision made low down within one 
inch of the iliac bone. Should it become necessary to 
enlarge the incision in order to reach the appendix in 
a post-cecal case the transversalis and internal oblique 
fascia can be cut through and sutured at the close of 
the operation. In cases where symptoms and localizing 
signs cleariy indicate a retrocecal abscess the incision 
should be through the loin and the case treated as one 
of simple drainage with a tube. 


Dr. S. L. Ledbetter, Birmingham, Ala——We have been 
prone, recently, to wait a little longer in appendicitis 
than we did a few years ago. Of thirty acute cases this 
year, eighteen have been perforative, drainage cases, 
either with localized abscess or suppurative peritonitis. 
Eighteen perforating cases out of thirty is necessarily 
too high. Of these eighteen cases fourteen were referred 
cases, and of these, four cases were operated upon as 
soon as they were sent by the physician. The others 
were watched for a period of days. 

In any appendiceal abscess, whether over toward the 
rectus muscle or under McBurney’s point, or in the 
rear, if one knows that it is an appendiceal abscess one 
should drain it through direct approach to the abscess, 
just as one would drain an abscess anywhere else. If 
the abscess is pointing posteriorly, then drain posteriorly. 
If it is under McBurney’s point, do the McBurney in- 
cision. If it is in the mid-line, go in through the mid- 
line. I much prefer the McBurney incision in any 
ordinary case of appendicitis. It provides a better view 
of the area, gives better drainage, diminishes the chance 
of post-operative obstruction, both immediate and re- 
mote, permits an earlier removal of drains, shortens the 
period of convalescence, and I think gives much better 
results than the right rectus incision. The percentage of 
post-operative hernias is practically nothing with this 
incision, whereas with the rectus incison it is fairly 
high. 


Dr. Donald (closing).—In all cases of appendicitis the 
secret of success is early diagnosis and the type of 
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drainage, if drainage is required. If the appendix is 
partly retro-peritoneal and infection has made its way 
into the peritoneal cavity with no attempt on Nature’s 
part to wall off the infection, the pelvic region as well 
as appendix region will have to be drained, and in this 
type of case the peri-rectal route will give best exposure 
and drainage. If there is localized abscess along the 
Dsoas muscle and retro-peritoneal space, then, as has 
been stated in the discussion, it is proper to go in and 
drain the abscess and leave the abdominal side of the 
case alone. 


HEAD INJURIES 


By AvBert G. RUTHERFORD, M.D., 
Welch, W. Va. 


Head injuries, of the type which it is my 
intention to consider at this time, will not in- 
clude those extracranial wounds which are con- 
stantly encountered in the routine of general 
practice, because they differ in no way from 
cutaneous lesions elsewhere, and have no espe- 
cial significance. A convenient classification of 
head injuries is that offered by Phelps, namely: 
fractures of the cranial vault, fractures of the 
cranial base and finally, independent injuries of 
the cranial contents. Frequently they will be 
found to complicate one another, and all three 
conditions may be present at once, but “any 
one may exist practically by itself, and its sepa- 
rate existence may be recognizable and may 
determine prognosis and treatment.” 


In considering the great mass of literature 
which has been produced concerning all types 
of head injury one is impressed by the great 
importance which has always been attached to 
determining whether fracture of a certain type 
exists, as to whether it might be linear or stel- 
late, of the vault or of the base. But as Sachs 
has most aptly pointed out, such classification 
is of no practical importance, for it neither 
offers one aid in selecting a plan of treatment, 
nor gives any indication of the nature or extent 
of the intracranial injuries. The serious lesions 
are those sustained by the brain, and it is per- 
fectly possible for these to be of the gravest 
nature in cases where no fracture of any sort 
has taken place. Sharpe even goes so far as to 
assert that: 

“Before the extensive use of the roentgen ray, 
patients having brain injuries, if the depressed fractures 
of the vault were excluded, were possibly more ration- 


ally diagnosed and treated in many hospitals than they 
have been within recent years under the most modern 


*Read before the Southern States Association of Railway 
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development and accuracy of roentgenograms; so fre- 
quently, it is still asserted, following cranial injuries 
with negative roentgenograms that ‘as no fracture of 
the skull is revealed by the x-ray, the condition is not 
a serious one’, and the converse with positive roentgen- 
ograms, that ‘the condition is a most serious one in the 
presence of such an extensive fracture of the skull.’ ” 

Sharpe goes on to say that it is now well 
known that severe brain injuries need not to be 
associated with a fracture of the skull: that a 
positive roentgenogram (unless it discloses a 
depressed fracture of the vault) in no way 
lessens the effectiveness of the expectant pallia- 
tive treatment, but that it frequently aids this 
medical treatment by permitting the drainage of 
intracranial hemorrhage and cerebrospinal fluid 
through the lines of fracture into the subcutane- 
ous tissues of the scalp, or into the nasal cavity 
or the auditory canals, thus lessening the in- 
creased intracranial pressure, and frequently 
rendering operative interference unnecessary. 
Sharpe too, emphasizes the fact that gunshot 
injuries, as well as stab-wounds of the brain, are 
usually associated with a penetrating fracture of 
the skull, and therefore may be considered in the 
same Class as cerebral injuries following fracture 
of the skull. To be sure, the greater danger of 
infection is present, and “Especially is this true 
when the missile has passed through the naso- 
pharynx,” so that unless these patients are 
treated early they rarely recover without serious 
complications. 


But as Neuhof says: 


“It would be manifestly a grave mistake to consider 
cerebral penetrations by small-calibered, relatively low 
explosive bullets of civil life in the same category with 
the injuries caused by war projectiles. In the former 
case relatively little foreign material is swept into the 
brain by the missile, the wound of the scalp is gen- 
erally a non-soiled, punctured lesion, and thus the 
indications for a debridement of the tract do not ex- 
ist in the vast majority of instances.” 


But he adds that the war experience has en- 
hanced our knowledge as to the surgical treat- 
ment of complications encountered at operation, 
and 


“This has its direct application not only in trau- 
matic surgery but also in cranial operations for other 
conditions. The more logical methods of treatment of 
late complications of head wounds (epilepsy, hernia 
cerebri, etc.) evolved during the war, should improve 
the procedures employed in similar lesions encountered 
in civil practice. The indications for extraction of intra- 
cerebral projectiles and for repair of cranial defects 
have been more clearly defined, and the technic of 
operation greatly developed.” 


_ The advantages of conducting cranial opera- 
tions under local anesthesia which the war 
demonstrated, should likewise prove a lasting 
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addition to the technic employed in times of 
peace. 

The most valuable contributions which war 
experience has brought to the problems of pres- 
ent day practice are those of Harvey Cushing, 
undoubtedly the most outstanding figure in the 
field of cranio-cerebral study today. He stresses 
especially the condition of the dura at the time 
the head injury first comes under observation, 
using this as a criterion upon which to base his 
estimate of the severity of the lesion. This 
means determining whether or not the chief 
portal for the development of intracranial in- 
fection has been laid open, and regulates to 
second place the importance of determining 
whether or not skull fracture is extensive. Brain 
damage, rather than bone damage, is of the most 
importance in diagnosis, prognosis and treatment. 

Returning to our original classification, the 
first two types of head injury, fractures of the 
vault and of the base, must be further differenti- 
ated as to the character of the “break.” Direct 
fractures are those occurring immediately at the 
area of contact, while we designate as indirect 
those fractures occurring at various distances 
from this area of contact.’* The direct or local 
fracture may consist of a break of the outer 
table or of the inner table of the skull, or of 
both, if the force causing it is sufficiently strong. 
If the surrounding outer table is broken, a par- 
tially depressed fracture may result. If the 
surrounding inner table is also broken a com- 
pletely depressed fracture may take place. If 
there is more than one fragment, we are pre- 
sented with a comminuted fracture. 


The indirect fracture is usually a linear one, 
extending away from the area of contact and 
most frequently down into the base of the skull, 
especially into the middle fossa. In William 
Sharpe’s very extended experience, it has been 
rare for a fracture to be limited to the vault 
alone, whether the fracture be a simple linear 
one, a “crack” or one with a depression. It will 
usually be found that a line of fracture extends 
from the thicker bone of the vault down to the 
thinner bone of the base, just as one might ex- 
pect. He believes that fracture by contrecoup 
can best be explained by the “bursting” effect 
of injuries of the cranial cavity. The line of 
these “bursting” fractures of the skull usually 
extends downward into the middle fossa through 
the petrous portion of the temporal bone, rup- 
turing the tympanic membrane so that blood 
from the middle ear, and at times cerebrospinal 
fluid, will flow from the external ear. If there 
is bleeding from the nose it is usually due to the 
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line of fracture extending into the anterior fossa, 
cracking the cribriform plate of the ethmoid, as 
this is the weakest and thinnest portion. 

Bleeding from the ear or nose must not, how- 
ever, be taken as an invariable indication of skull 
fracture, as this may be due to local injury, but 
the appearance of cerebrospinal fluid with the 
blood .is confirmatory evidence of fracture. Any 
examination undertaken to discover rupture of 
the tympanum or other local injury, must be 
carried out under the strictest asepsis, as the 
danger of carrying in infection is very great. 

The diagnosis of fracture is a relatively easy 
matter to those who have a working knowledge 
of normal and pathologic cranial conditions. It 
is far more difficult, as well as infinitely more 
important, to estimate the amount of intra- 
cranial damage. 

“The signs of cranial injury are many and multiform, 
whereas those of brain injury are comparatively few 
but most important.” 

It cannot be too often emphasized that a 
brain injury is not necessarily present merely 
because the vault or the base of the skull is 
fractured or the scalp is badly lacerated, and 
conversely, that a brain injury may, and fre- 
quently does, occur without fracture or other 
signs of external cranial injury. Sachs enumer- 
ates the most important general symptoms as 
changes in the blood pressure, the depth of un- 
consciousness, the pulse rate, the appearance of 
the eye grounds, and the character of the res- 
piration. Headache, vomiting, cranial nerve 
palsies and irregularities of the pupils he regards 
as far less important indications. Other writers, 
however, lay great stress upon the pupillary 
signs. The most important focal symptoms in 
his opinion, are convulsions, partial or general, 
paresis or paralysis, and abnormal reflexes. Any 
of these symptoms may be produced by hemor- 
rhage, by contusion and laceration, or by cere- 
bral edema, and any of these pathologic pro- 
cesses may give rise to the symptoms of intra- 
cranial pressure. 

The estimation of the amount of brain damage 
resulting from a head injury is likely to be com- 
plicated at the outset by the condition of shock 
in which most of these patients are originally 
seen. Many deaths result from shock alone, 
just as in the case of abdominal or other wounds 
remote from the head, and in the patient with 
cranio-cerebral injuries especially, all effort must 
be directed toward overcoming this initial con- 
dition of shock before any extended examina- 
tions are made to determine the nature and 
extent of the head wounds. As Sharpe perti- 
nently remarks: 
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“If the patient cannot survive the shock, it will be 
of no value or interest to him whether the skull was 
fractured or not,” not “how pronounced the hemi- 
phlegia may be, nor how ‘typical’ the double Babinski 
may appear.” 

Once the condition of shock has been over- 
come the routine examination already suggested 
should be thoroughly carried out. All head in- 
juries are serious and should receive the most 
careful consideration. Frequently patients who 
have walked unassisted into the hospital follow- 
ing a “trifling bump” have proved on examina- 
tion to be suffering from grave lesions that later 
proved fatal. The remote effects of such in- 
juries should never be forgotten. 

Fracture of the skull accompanied by injury 
to the cerebral tissue or infiltration of blood into 
the brain substance, causing prolonged increase 
of intracranial pressure, frequently results in the 
production of new connective tissue within the 
brain, that is, gliosis, which will be evidenced 
by persistent headache, or epilepsy. Traumatic 
epilepsy, the immediate result of the injury, can 
very generally be relieved by early operation, 
but epilepsy due to secondary gliosis has never 
been benefited by surgery. 

“The prevention of the accumulation of fluid in the 
brain, cerebral edema, with resulting increase of intra- 
cranial pressure, should be our first concern. Under 
normal conditions, the degree of pressure within the 
cranium is in direct ratio to the general arterial pres- 
sure, the higher the intracranial pressure, the higher 
the arterial blood pressure, and vice versa. But when 
pathological conditions are present in the brain, as a 
profuse hemorrhage, the intracranial pressure may be- 
come greater than the blood pressure, and this state of 
affairs, if not quickly relieved, is invariably fatal. Tem- 
porarily, at least, the amount of cerebrospinal fluid 
tends to be increased by a rise in blood pressure. 
Especially is this so in traumatic conditions of the 
skull and particularly in brain injuries with and with- 
out fracture of the skull.’”’13 

Therefore, the blood pressure of every indi- 
vidual with a possible fracture or brain injury 
should be taken at least every hour for the first 
few hours, and by some authorities it is recom- 
mended that it be ascertained every twenty 
minutes if the condition of the patient permits 
it. This is the greatest safeguard as it makes 
it possible to recognize increasing intracranial 
pressure and to save the patient from death by 
respiratory paralysis by doing a simple opera- 
tion for its relief. 

“Of equal importance” says Eagleton, “is an increas- 
ing disproportion between the systolic and diastolic 
biood pressure; namely, a disproportionally rising pulse 
pressure, usually associated with a falling pulse. A ris- 
ing systolic blood pressure is seldom present, unless the 
medulla itself is involved, but a rising pulse pressure is 
common in acute compression.” 


The value of lumbar puncture both as a diag- 
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nostic and therapeutic measure is now generally 
recognized. Sachs, however, is much opposed 
to this practice and condemns it roundly. Dow- 
man of Atlanta, Georgia, gives a saturated solu- 
tion of magnesium sulphate by mouth, half an 
ounce every two hours for the first day or two, 
then gradually decreasing the dose. If evidences 
of increased pressure develop in spite of this 
treatment, he supplements it by intravenous in- 
jection of 30 per cent sodium chlorid solution, 
and has found that this medication serves to 
keep cerebral edema in check. 


The advocates of lumbar puncture, however, 
seem to have the balance of favorable evidence 
on their side. In the service of John B. Deaver 
in Philadelphia, it is a routine measure to do 
spinal puncture in every case of skull fracture 
immediately after admission. Blood in the fluid 
thus withdrawn is presumptive evidence of intra- 
dural hemorrhage, though hemorrhage due to 
injury to the middle meningeal artery flows 
between the bone and the dura, and thus does 
not affect the cerebrospinal fluid. In many cases 
the irritation from hemorrhage and cerebral dis- 
organization generally will cause a great increase 
in the amount of cerebrospinal fluid, which adds 
to the already increased intracranial pressure. 
This “vicious circle” may be broken by lumbar 
puncture.* 


Roentgen-ray examination is, of course, of 
great value in demonstrating fracture, but it is 
important to make the exposures in a sufficient 


number of positions so that possible errors may 


be checked up. Routine examination of the 
eyes is most necessary both in diagnosis and 
prognosis, as the development of papillo-edema 
not accounted for by a vascular lesion is an in- 
dication for immediate operation. Moderate 
increase in intracranial pressure may often be 
detected by the ophthalmoscope when absolutely 
nothing else will suggest it. Such signs early 


detected in the fundus of the eye can now be- 


demonstrated and confirmed by means of the 
spinal mercurial manometer at lumbar puncture. 
Those patients having brain injuries with an in- 
creased intracranial pressure sufficient to produce 
a dilatation of the retinal veins and a blurring 
and haziness of the nasal margins of the optic 
disks, can, according to Sharpe, still be treated 
successfully by the expectant palliative treat- 
ment; but if the ophthalmoscope reveals a still 
greater pressure, sufficient to cause an obscuring 
of the nasal and even the temporal halves of the 
optic disks, then it is always advisable and safer 
to relieve the increased intracranial pressure by 
decompression and drainage. 


Surgery can do nothing to repair lacerated or 
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otherwise damaged brain tissue, but it is within 
the surgeon’s power to relieve the brain of cere- 
bral compression, so that Nature may have a 
chance to bring about healing. The imperative 
indications for operation have been classified as 
follows:°® 

(1) In cases where there is persistent increas- 
ing intracranial pressure operation should be 
done in the early stage before there is time for 
medullary involvement. Do not wait for a very 
slow pulse, greatly increased blood pressure and 
marked respiratory embarrassment. It may very 
well be too late when these symptoms are in 
evidence. 

(2) All compound fractures, other than lin- 
ear or depressed basal fractures with bleeding 
from the ear or nose, should be operated upon 
as soon as the patient has recovered from the 
initial shock. 

(3) Operation should usually be done upon 
those patients showing irritative or paralytic 
focal symptoms, but in injuries of this class 
there can be no hard and fast rules laid down. 
When focal convulsions take place a bone flap 
should be turned down and the blood clots and 
debris which are irritating the cortex immedi- 
ately evacuated. 

Where there is definite evidence of middle 
meningeal hemorrhage, Dowman advises a 
straight incision, such as is used in a typical 
temporal decompression, made on the involved 
side. The temporal muscle is separated in the 
direction of its fibers and retracted, and the 
skull entered with burr and perforator. If the 
large epidural clot is thus exposed to view, the 
external carotid should be ligated through a 
small neck incision, the skull bone then removed 
for a diameter of from 5 to 7 centimeters, and 
the clots being carefully wiped out, the dura 
should be incised to guard against the increase 
of intracranial pressure. 

If we are confronted with a simple or com- 
pound depressed fracture, with localized brain 
contusion and possible bone fragments embedded 
in the wound, good results can usually be ob- 
tained by a modification of the method advo- 
cated by Cushing in the treatment of cranio- 
cerebral war wounds. This consists in cutting 
away the lacerated scalp edges and exposing the 
underlying bone wound. A search is made for 
splinters and fragments of bone, and these are 
carefully removed and placed in sterile salt 
solution, to be used in replacing the bony defect 
after the wound has been cleansed. Suction is 
employed to get rid of clots and contused brain 
substance, and the wounded dura repaired in the 
best manner possible. King says that 
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“Whether the dura can be closed or not depends upon 
the amount of increased intracranial pressure following 
removal of the clot. In most cases it is believed that 
the dura can and should be closed with safety, depend- 
ing upon subsequent lumbar punctures to keep the 
intracranial pressure reduced if necessary.” 

Compound depressed fractures require prompt 
surgical attention provided the patient is suffi- 
ciently recovered from the shock of injury. 

In reviewing one hundred cases of head in- 
juries that we have had at Welch Hospital 
during the past three years, we find the follow- 
ing results: Of the hundred cases, 25 expired, 
a mortality of 25 per cent. In this list were 25 
basal fractures of which 14 died, a mortality for 
basal fractures of 56 per cent; fractures of the 
vault, 61 cases of which 10 died, a mortality of 
16 per cent. Our mortality has markedly de- 
creased since we have adopted the routine spinal 
puncture in our treatment. I will outline the 
routine as carried out at the Welch Hospital on 
all head injuries: 

(a) On admission, the temperature, pulse and 
respiration and blood pressure are obtained. 

(b) If the systolic blood pressure falls below 
60 millimeters of mercury, or if the tempera- 
ture is markedly sub-normal, a state of shock 
is considered to exist. The head is lowered, 
external heat is applied, adrenalin is given hypo- 
dermically, and subcutaneous infusions of salt. 
The external lacerations are gently cleansed and 
covered with sterile gauze. A solution of three 
ounces of magnesium sulphate in six ounces of 
water is given per rectum. 

(c) After the temperature gains a normal 
level and the systolic readings go to 60 or above, 
the state of shock is considered over, the patient 
is x-rayed and a neurological examination is 
made. 

(d) A lumbar puncture is performed and 
manometer readings are taken. This is routine 
and is done for diagnosis as well as therapeusis. 
If the pressure is below 12 millimeters of mer- 
cury, we usually leave the patient alone. If the 
fractures are basal in type, we do nothing 
further unless the pressure exceeds 16 milli- 
meters when we consider subtemporal decom- 
pression. : 

(e) If the neurological signs point to definite 
irritation or cortical involvement, such as con- 
vulsions, Jacksonian paralysis, increase in coma, 
difference in temperature on both sides which 
denotes cortical pressure from hemorrhage, we 
operate upon the side we think the irritation 
is on. 
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If the neurological signs are vague, decom- 
pression is not done, no matter how high the 
intracranial pressure may be. The treatment is 
centered upon reducing the pressure. Spinal 
puncture is performed as often as every ten hours 
and the spinal pressure is gradually reduced by 
the removal of limited amounts of spinal fluid. 


(f) If, however, the pulse and respiration con- 
tinue to be depressed and a difference between 
the systolic and diastolic blood pressure or the 
pulse pressure continues to rise until it equals 
the pulse rate, 100 mils of a 35 per cent solu- 
tion of salt is given intravenously at the rate of 
1 mil per minute, after which decompression is 
considered. 

(g) If the patient is not in a state of shock, 
the head is elevated on pillows and surrounded 
by ice caps. Sedatives such as chloral and bro- 
mid are administered per rectum and luminal by 
mouth. Morphin is never given in head injuries. 
The patient receives for the first 48 hours one- 
half ounce of magnesium sulphate every two 
hours. The patient is kept at rest for at least 
a period of four weeks. 

In conclusion, I wish especially to emphasize 
the importance of the brain lesions as against 
those sustained by the bony covering, and the 
necessity of regarding each case of head injury 
individually and treating it accordingly. 
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EYE, EAR, NOSE AND THROAT 


SOME OBSERVATIONS ON THE TREAT- 
MENT OF THE NASAL GANGLION*+ 


By R. J. Payne, M.D., 
St. Louis, Mo. 


Vasomotor or hyperesthetic rhinitis has been 
a bugbear to the medical profession since time 
immemorial. The causative factor has been 
speculated upon and many theories have re- 
sulted, the final analysis of which has not been 
satisfactory. Why one individual is susceptible, 
for instance, to poison ivy, and another not, can- 
not be definitely stated. Perhaps when the 
minute chemistry of the body is more intimately 
understood, we may be able to adjust this chemi- 
cal complexity by adding, or withdrawing, as 
the case may be, this unknown quantity. 


Alden in a dissertation on the causative fac- 
tors styles the anaphylactic point as the thres- 
hold of irritability in the reflex arc. The aver- 
age individual who is not susceptible to the 
given protein might be made so, at least tem- 
porarily, by exposure to a concentrated prod- 
uct. In the individual, who is susceptible to a 
weak dilution, his threshold of irritability, or 
stimulation, has been so lowered that all symp- 
toms are at once manifested. The normal indi- 
vidual often reacts to the reflex stimulation; 
like one who sneezes, on looking at the sun. 

At a given point or following a stimulation of 
a certain force, the normal individual reacts re- 
flexly. The degree of stimulation necessary to 
pass the threshold of irritability varies greatly 
in different individuals. Should this point be 
high, then there is an immunity and the indi- 
vidual does not succumb to such influences, but 
if it is lowered, he is made susceptible. The 
point of irritability determines the patient to 
be either immune or hyperesthetic. 

Hubert states: 


“Rhinorrhea is an involuntary reflex act, which re- 
sults in an outpouring of a thin, watery, more or less 
clear secretion from the serous glands of the nose. 
Each reflex act involves afferent neurons, central cells 
and efferent neurons. The afferent neurons carry an 
impulse to the central cells, which, being stimulated, 
generate an impulse that is conveyed by the efferent 


*From the Laryngological Department, Washington Uni- 
versity School of Medicine, St. Louis, Mo. 

tRead in Section on Eye, Ear, Nose and Throat, Southern 
Medical Association, Eighteenth Annual Meeting, New Or- 
leans, La., Nov. 24-27, 1924. 


neurons to the responsive organs (glands and blood 
vessels) . 


“The afferent neurons in rhinorrhea are the filaments 
of the fifth cranial nerve supplying the nasal mucous 
membrane. As a matter of fact, these neurons are 
more widely distributed and include practically all 
sensory nerves of the body. It is known that stimu- 
lation of certain cutaneous nerves, e.g., when they are 
exposed to cold, will cause a dilation of the nasal blood 
vessels and a discharge of watery secretion from the nose. 
Stimulation of even autonomic afferent nerves may 
produce similar results. 

“The impulses pass along the irritated efferent nerves 
to the medulla oblongata, where they are transferred 
to the vasodilator and secretory motor centers (cen- 
tral cells), situated near the nucleus of the nerve of 
Wrisberg (n. intermedius). From here they travel to 
the glandular epithelium and the blood vessels of the 
nasal cavity by way of efferent neurons. 

“The efferent neurons belong to the autonomic ner- 
vous system and therefore consist of two divisions, a 
preganglionic and a postganglionic. The preganglionic 
fibers have their origin in the medulla near the nucleus 
of the nerves of Wrisberg. They enter the facial nerve, 
and after leaving its knee they become the large super- 
ficial petrosal nerve. The terminations of the latter 
nerve arborize around the cells of the sphenopalatin 
ganglion. The postganglionic fibers are given off by 
the cells of this ganglion and pass to the glands and 
blood vessels of the nasal cavity. 

“An irritation of any of the efferent nerves, which 
is of such a character that it will transmit impulses 
to the nasal vasodilator and secretory motor centers 
in the medulla, will result in vascular engorgement and 
water mucous discharge from the nose.” 


There are two types, the perennial and the 
seasonal, the skin tests for which may indicate 
the inciting cause. However, both types are 
often negative. The latter, in which no pro- 
tein sensitization factors can be demonstrated, 
has been termed the reflex type. 

Duke describes the perennial type as occurring 
coincidently with other forms of allergy having 
skin, urinary and gastric manifestations. Howe 
cites the coincidence of vasomotor rhinitis and 
bronchial asthma as vasomotor bronchitis to 
identify it with the similar condition due to a 
similar cause in the nose. Sluder has gone 
further and blazed the neurological pathway 
from the nasal ganglion through the cervical 
sympathetic to the lung pointing out the prob- 
able course of the influences either to the lung 
with a resultant asthma or to the nose, causing 
vasomotor disturbances or to both. 

Goodale expressed the belief of all rhi- 
nologists who have had the opportunity to 
study these cases, that the symptom complex of 


| 
5 
a 
y | 
f 
5 
) 
t 
e 
i 
1 
by 
t 
ly 


374 SOUTHERN MEDICAL JOURNAL 


vasomotor rhinitis or asthma, occurring coin- 
cidentally with sinus infection, is explicable on 
the grounds of the presence of the latter. Re- 
lief occurs in many of these cases when sinus 
drainage has been adequate. But again we 
have the symptom complex in the case in which 
no sinusitis is demonstrable or any suggestion 
present. In the hay fever cases the age, sex, 
and general physical condition were not so much 
a factor in this series, as ninety per cent were 
robust, healthy individuals, who were appar- 
ently in perfect health the other ten months of 
the year. In the ganglion treatment of ninety- 
seven hay fever and twenty-five hyperesthetic 
rhinitis cases I have not been unmindful of such 
influences as nasal factors, sinusitis, polypi, etc., 
tonsil infection, endocrine and purely pollen 
disturbances. Such influences as nasal ob- 
struction, polypi, and sinusitis can hardly be 
looked upon as the sole cause of vasomotor 
rhinitis, but are in many instances contributing 
factors. Whether the sinusitis or polypoidal 
degeneration follows the vasomotor rhinitis, or 
produces it, is difficult to state, yet I have seen 
this form of rhinitis and particularly asthma 
follow in the wake of this lesion. However, it 
would seem rational to suppose that the con- 
gested and irritated mucosa of the sinuses 
would succumb to infection more readily. In 
only four cases of hay fever in this series was 
there severe empyema of the antrim. Antrum 
irrigation with shrinkage and suction was used 
routinely on a large number of cases. In many 
instances there was much mucus, often of the 
thick glary type, but very seldom was pus found 
in the true hay fever type. This was, however, 
not the case in the perennial hyperesthetic 
rhinitis case. Purulent sinus infection, and very 
often antrum infection are to be demonstrated in 
the majority of the cases. X-ray findings were 
for the most part, negative, excepting in. the 
few cases of frontal sinusitis and empyema of 
the antrum. 
PATHOLOGY 


The nasal mucous membrane in the vaso- 
motor rhinitis presents all varieties of changes 
from a mild suggestion to polypoid hyperplasia. 
The predominating picture is as follows: the 
membrane is ashen grey, or a peculiar trans- 
parent blue water-logged, and bathed in a water 
secretion which continues. The inferior turbi- 
nate is prone to polypoidal degeneration, par- 
ticularly at the posterior end. This process may 
also extend to the septum. 
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TREATMENT: INTER-NASAL OPERATION 


Operative procedure on these patients should 
be judiciously advised, if at all. Submucous re- 
section of the septum or galvanocautery of the 
turbinate should give more comfort in breath- 
ing especially when applied to posterior tips 
that have undergone polypoidal degeneration. 
The choanae are often completely obstructed. 
This is more applicable to the perennial type, 
but in hay fever it should be done with caution, 
as the temporary swelling is only seasonal and 
recedes when the attack is over. If the cautery 
has been applied or destructive operative pro- 
cedure done on the turbinate, the nose may be 
left too wide open, quite sensitive to the cold 
blasts of air, and our endeavors to give com- 
fort during the two and one-half months of 
hay fever have resulted in discomfort for the 
remainder of the year. 

A submucous resection may be mandatory to 
facilitate the approach of the needle for gang- 
lion injection in the case of an acute angulated 
spur, but entrance can usually be accomplished 
by Sluder’s long bladed speculum which springs 
the septum to the opposite side of the nose. 

So far as possible the irritating factor should 
be removed, which may be so simple as advis- 
ing the patient to change from a pillow of goose 
feathers, or expel the cat, but for the most 
part the rhinologist does not see these cases 
until they have run the gamut of sensitization 
test with pollen antigen, intravenous alkalin 
treatment, tonsillectomy, nasal cautery, adrena- 
lin sprays, etc. It is with misgiving or scepti- 
cism that a patient presents himself for some 
new heralded treatment. The case has been 
analyzed from every angle, but no benefit has 
been forthcoming to the patient. It is at this 
point, and in this frame of mind, that the pa- 
tient confronts the rhinologist, which to say 
the least, is not satisfactory. I do not wish 
to infer that these cases resist all other forms of 
treatment and are cured only by ganglion in- 
jection; quite the contrary. It is usually only 
the failures that come to us, as the rhinologist 
is not consulted first in these cases. 


GANGLION INJECTION 


One-half mil of ninety-five per cent alcohol, 
containing five per cent phenol is injected into 
the pterygopalatin fossa through the nose. The 
injection may penetrate the ganglion, or so 
nearly engulf it that the result is apparently the 
same. However, in the failures, the reactions 
and symptoms were not unlike those exper- 
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ienced in the cases which were promptly and 
permanently relieved. It is not possible to 
state when the ganglion has been successfully 
injected, or that'the treatment will be effective. 
The one-half mil injection, as established by 
Sluder as the maximum quantity, is the amount 
required to fill the pterygopalatin fossa, which 
is the vestibule to the spheno-maxillary fossa. 
Should the quantity exceed the capacity there 
results an overflow into the larger fossa with a 
resulting involvement of important structures 
therein. Indiscriminate injection without re- 
gard to quantity or position of the needle has 
brought, and will bring discredit to this pro- 
cedure. A preliminary report of forty-three 
hay fever cases treated by ganglion injection, 
was published in the Missouri State Journal, 
in August, 1923. The remaining fifty-four 
were treated last season and embodied in this 
report. Of the cases treated last year, eight 
returned for treatment, stating that the attack 
was not nearly so severe as in previous years, 
despite the fact that this past season has been 
one of the worst for years. Their statement 
was that the relief experienced the previous 
year was so complete that they wished the treat- 
ment repeated. 

In one case injected in 1923, the treatment 
was effective only on one side, relieving the 
eye symptoms, the itching, swelling and dis- 
charge on that side. In the other nasal chamber 
and eye, the symptoms were not so severe, but 
there remained unmistakable evidence of hay- 
fever symptoms. 

Another interesting observation was one in 
which no further symptoms occurred after in- 
jection in 1923. But the patient had a unilat- 
eral return of the disease during the season of 
1924. 

“Speculation leads one to believe that there are 
qualities or properties in the involuntary nervous sys- 
tem (which becomes superficial in the nasal ganglion), 
that explain the attack, and what happens in this treat- 
ment is a block or brake more or less complete, in 
the transmission pathway whereby relief is obtained” 
(Sluder). 

Of the fifty-four cases injected this season, 
there were eight failures. Two cases were re- 
injected, one with relief, and the other without. 
Of the nine asthmatic cases complicating hay 
fever, relief was experienced in eight. 

The application of the saturated aqueous 
solution of cocain hydrochlorid to the ganglion 
of the patient suffering from hay fever, usually 
gives no relief, but not infrequently precipitates 
an exacerbation of all symptoms which may even 
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be embarrassing to the operator, and result in 
suffering most intense to the patient. Pollen 
antigen given during an attack also precipitates 
a violent reaction. The fact that the latter 
treatment is given before the onset suggested 
the possibility that relief might be obtained 
through pre-seasonal treatment of the ganglion 
region by local application. Five cases were 
selected, one male and four females, three of the 
latter being typical nervous patients with all 
the symptoms of hypersensibility. The fourth, 
however, was of the stoic type. The ages ranged 
from twenty to forty-five. There were no other 
significant findings, sich as sinus infection, 
polypoid degeneration, deflected septum, hyper- 
trophied turbinates, hyperplasia or chronic ton- 
sillitis. There was, however, in one case, asthma 
complicating the hay fever attack. Apparently 
these were purely pollen cases. The attacks 
appeared regularly each season on the fifteenth 
day of August, three being susceptible to rag 
weed, and two to golden rod. On July 1, a sys- 
tematic course of treatmert was instituted, con- 
sisting of application to the nasal ganglion of 
a saturated solution of cocain and a ten per 
cent silver nitrate, twice weekly. This was 
continued until the fifteenth of September. Hay 
fever symptoms developed in only one case, but 
not until August 27, and that after a very 
severe exposure to pollen. The attack was pre- 
cipated in about five hours after exposure and 
lasted ten days. The cocainization was con- 
tinued, but the silver was omitted, the symp- 
toms being greatly exaggerated by its use. There 
was a gradual abatement until the end of the 
first week in September when all symptoms dis- 
appeared for the season. 

The ganglion treatment of these cases was 
suspended on September 15, and no further 
symptoms were reported. In former years these 
five cases had experienced no relief until after 
a heavy frost, which rarely ever occurs in this 
climate until after October 15. Four of the 
cases made frequent excursions into the coun- 
try and were exposed to pollen, but suffered 
no attacks. 

The perennial hyperesthetic rhinitis cases 
were injected after other simpler methods had 


failed. 
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DISCUSSION (Abstract) 


Dr. M. F. Arbuckle, St. Louis, Mo.—Considerable 
time will pass before it can be decided whether or not 
this treatment shall be the universal one for this type 
of case. My feeling is that this will not prove to be 
true. With greater perfection of our knowledge of bac- 
teriology, biologic chemistry, the anatomy and _ physi- 
ology of the nervous system and the effects of infection 
upon the metabolic processes, we will further perfect 
our methods of dealing with the condition. 

I have seen cases treated as described by Dr. Payne 
and the results have been very gratifying. 


FOREIGN BODIES IN THE AIR AND 
FOOD PASSAGES: OBSERVATIONS 
ON TWENTY-FIVE CASES* 


By Porter Stites, M.D., F.A.CS., 
Birmingham, Ala. 


The accidental lodgment of foreign bodies in 
the air and food passages, is not, as is supposed 
by many, a rarity but a relatively common con- 
dition that can and should be studied as a defi- 
nite clinical entity. Due to the careful obser- 
vation and voluminous reports of those who 
have enjoyed a large experience in this special 
field of practice, many fundamental facts of 
diagnosis and treatment have already become 
well known and well established. When it is 
realized, however, that the clinical features and 
the treatment of every foreign body case will, 
necessarily, vary with the nature of the intruder, 
its location, its length of sojourn and the path- 
ological reactions it has produced, it becomes 
evident that the subject is one of considerable 
proportions. Therefore, it would seem to be 
the duty of all who interest themselves in this 
work, to record and publish detailed and accurate 
observations on their cases, as only by this 
means, can comprehensive statistics and con- 
clusions be obtained. It is for this reason that 
this analysis of a rather brief experience is 
presented, not with the thought of bringing out 
any new facts, but rather in corroboration of 


*Read in Section on Eye, Ear, Nose and Throat, Southern 
Medical Association, Eighteenth Annual Meeting, New Or- 
leans, La., Nov. 24-27, 1924. 
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similar findings by many other observers, and 
with the hope that it may serve as the basis of 
a profitable discussion. 

We have had 25 of these cases, in 8 of which 
the foreign body was in the esophagus, and in 
17, in the respiratory tract. The esophageal 
foreign bodies consisted of four nickels, one 
penny, one quarter, one quail wish bone and 
one large chicken bone, which last was attached 
to, and partially inclosed in, a large bolus of 
meat. Those in the respiratory tract were di- 
vided as follows: two straight pins and four fish 
bones in the larynx; one fragment of chicken 
bone, two grains of corn, one canna seed and 
one piece of raw potato in the trachea; one 
grain of corn, one watermelon seed, one pecan 
kernel, one brass and rubber pencil cap and one 
pebble in the right bronchus; and one peanut 
kernel in the left bronchus. Four cases, three 
fish bones in the larynx and the chicken bone in 
the esophagus, occurred in adults. The remain- 
der were in young children from one to ten years 
of age, by far the most common age being be- 
tween one and three. All of the cases were of 
short duration, in the longest, that of a quarter 
in the esophagus, the foreign body having been 
in situ twenty-six days. 

Considering first the etiology, it may be said 
that all of the cases were due to carelessness; 
carelessness in the preparation of food in two 
instances, carelessness in eating in three in- 
stances, and in the remainder, carelessness in 
allowing young children to eat substances safe 
only for adult consumption, or in permitting 
them to place in their mouths certain articles 
that at any age would be unsafe. There was a 
definite history and a reliable description of the 
accident in all cases, though in several instances 
it was developed only after questioning. 

In the esophageal cases, the initial symptoms 
were choking and gagging of brief duration, 
then dysphagia of varying degree. In the coin 
cases, liquids were taken freely, but solids were 
either refused or taken with difficulty, and at 
times regurgitated. Actual vomiting was not 
noted. There was occasional cough, but in only 
one case was it a striking symptom. There was 
no dyspnea and no complaint of pain. Except 
for a subdued manner and a disinclination to 
play with accustomed spirit, there was no con- 
stant evidence, of the presence of the foreign 
body. 

In the bone cases, on the other hand, pain 
was a prominent symptom, and dysphagia was 
much more pronounced. In the child there was 
also frequent cough, an elevation of temperature 
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Fig. 1. X-ray showing nickel in esophagus. 


to 102° eighteen hours after the accident, and a 
moderate degree of dyspnea. He refused all 
food, taking only a small amount of water. He 
was quite fretful, resisting strenuously all efforts 
to examine his throat or neck, and preferred to 
lie face downward, when undisturbed. The 
adult complained of pain and a sensation of 
fullness in the throat. It is worthy of note, 
however, that he localized the pain at a point 
on the posterior pharyngeal wall where there 
was a small excoriation, instead of at the site 
of the foreign body. Dysphagia was most 
marked, and upon mirror examination, the pyri- 
form sinuses were found to be filled with secre- 
tion which was overflowing into the larynx, a 
sign .f esophageal obstruction described by 
Jackson several years ago. 

In all of these cases the diagnosis was con- 
firmed by the x-ray, which showed a suggestive 
shadow in the bone cases, and clearly demon- 
strated the coins, lying in the coronal plane, 
which was positive evidence of their esophageal 
location. They were all lodged in the cervical 
esophagus, just below the crico-pharyngeus. 
There was considerable inflammatory reaction 
at the site of the quarter as a result of its so- 
journ of twenty-six days, and one sharp prong 
of the quail wish bone was penetrating fairly 
deeply into the esophageal mucosa. The other 
cases were devoid of noticeable pathology. 
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The initial symptoms of the respiratory cases 
were coughing, choking, and in some, momen- 
tary spasmodic dyspnea. The laryngeal cases 
presented moderate pain, cough, and the sensa- 
tion of a foreign body as predominant symp- 
toms. A fair degree of hoarseness was present 
in three cases. Neither dyspnea nor aphonia 
was observed, due no doubt, to the non-obstruct- 
ing shape of the foreign bodies, and their places 
of lodgment. .The fish bones could be seen 
with the laryngeal mirror, and the pins were lo- 
calized by the x-ray. Except for slight con- 
gestion, there was no pathology seen. 


The most striking symptoms of the tracheal 
cases were cough, which was paroxysmal and 
distinctively croupy, and the presence of an asth- 
matoid wheeze, heard at the mouth on expir- 
ation. This sign, described by Jackson, was 
noted at times in all but one of the cases. The 
cough was fairly continuous, but diminished 
with the development of dyspnea. Marked 
dyspnea was observed in two cases, both young 
infants, and due more to the presence of sub- 
glottic edema, than to the size of the foreign 
body. Severe intermittent expiratory dyspnea 
was present in one case in which the foreign 
body, a canna seed, was freely movable in the 
trachea, and in one case, that of a grain of 
corn, upon coughing, a distinct palpatory thud 
could be perceived. Breath sounds were harsh, 
but there was no asymmetry of expansion, nor 
were there signs of bronchial blockage. In all 
cases there was a well developed tracheitis with 
increased secretion and some mucosal swelling, 
and in two cases, subglottic edema was quite 
marked. 

The symptoms of the bronchial cases were 
similar to those described above, except that 
cough was much less severe and less continuous, 
there having been periods practically free from 
symptoms of any kind. There was _ severe 
dyspnea in only one case, that of a peanut in 
the left bronchus. No pain was noted, though 
there was one case, that of a rough and jagged 
pebble, in which it might have been expected. 
There was noticeable systemic reaction in all 
cases, most severe in the case of the peanut and 
the pecan. The asthmatoid wheeze was heard 
in all cases except that of the pencil cap and 
the peanut, and some limitation of expansion 
on the affected side was a constant feature. 
The pencil cap gave signs of complete bronchial 
occlusion, the peanut produced the typical pic- 
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Fig. 2.—X-ray showing pebble in right bronchus. 


ture of obstructive emphysema, and the others 
gave evidence of partial bronchial blockage, 
without the trapping of air on expiration. The 
x-ray showed the exact outline and location 
of the pebble and the pencil cap, and gave 
suggestive evidence of the presence of two of 
the non-opaque intruders. There was a well 
marked tracheo-bronchitis in all cases, most 
s-ver2 in the presence of the peanut and the 
pecan. Neither pneumonia nor pulmonary ab- 
scess was encountered. 

The treatment consisted of laryngoscopy, 
bronchoscopy and esophagoscopy, by means of 
the instruments and technic devised by Cheva- 
lier Jackson, the description of which is well 
known to all of you, and needs no elaboration 
here. In all of these cases we were able to find 
and remove the foreign body, with the sub- 
sequent complete recovery of the patient. Co- 
cain anesthesia was employed in two of the 
adults, and ether used in the child with the 
wish bone in the esophagus. The rest were done 
without anesthesia of any kind. In the esopha- 
geal and laryngeal cases, there was little re- 
action and no post-operative morbidity. The 
bronchial cases exhibited some local and syste- 
mic reaction, with a more prolonged but un- 
eventful convalescence. In two of the tracheal 
cases, both young infants, a low tracheotomy 
was done some hours after bronchoscopy, be- 
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cause of subglottic edema, which had existed 
prior to the removal of the foreign body, and 
which did not subside so rapidly as the ex- 
haustion of the patient progressed. Both were 
shortly decannulated without mishap. 


Based upon the foregoing cases, the following 
conclusions offered: 

(1) Every case giving a history, or presenting 
symptoms, suggestive of the possible presence 
of a foreign body, should be subjected to a com- 
plete diagnostic study before being considered 
negative. It should never be taken for granted 
that a foreign body has been, or will be, passed 
or expelled. 

(2) Pain is not a constant symptom, even 
of sharp foreign bodies, and its absence is of 
no diagnostic significance. 

(3) The asthmatoid wheeze is one of the 
most constant and reliable signs of foreign 
body in the respiratory tract, and its presence 
should always be carefully noted in the exami-~ 
nation, and inquired for in the history. 

(4) The x-ray, in the hands of an experienced 
and skillful roentgenologist, is a most valuable 
diagnostic aid in all varieties of foreign bodies. 
Plates should also be made after foreign body 
removal, and included in the record of the case. 

(5) Foreign bodies loose in the trachea are 
especialy dangerous, because of their liability 
to impaction against the vocal cords, and the 


Fig. 3 Fig. 4 
Fig. 3.—(Left) A, canna seed, removed from trachea; 
B, grain of corn, removed from bifurcation of trachea; 
C, pebble removed from right bronchus. 
Fig. 4.—(Right) A, chicken bone, removed from 
esophagus; B, quail wish bone, r h 
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frequency with which they produce subglottic 
edema. They should be removed promptly. 


(6) Foreign body removal should be at- 
tempted only by well practiced endoscopy, and 
with an adequate instrumentarium. The use 
of blind and haphazard methods is entirely un- 
justified. 

(7) The removal of the foreign body does 
not complete the case. All patients should be 
watched carefully, until fully restored to health. 


In conclusion, we wish to acknowledge our 
great indebtedness to Professor Chevalier Jack- 
son, whose teaching and encouragement have 
been a constant guide and inspiration. 
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DISCUSSION (Abstract) 


Dr. R. C. Lynch, New Orleans, La—Most of these 
conditions are due to carelessness, which I think is ap- 
parent in almost every instance. While the cases must 
be carefully considered from every view point the 
patient should not be allowed to go away without a 
bronchoscopy or esophagoscopy, if there is the slightest 
evidence or doubt in one’s mind that a foreign body 
may be there. If one goes into the history of long 
retained foreign bodies one will find that they have 
been subjected to more or less of an examination 
either by those insufficiently interested in the subject 
or by those not so well informed. 

We had a patient who inhaled a two-penny wire 
nail which is a little longer than an ordinary straight 
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pin, without having cough, choking, any of the bron- 
chial phenomena or asthmatic wheeze attributable to 
a bronchial foreign body. ‘This patient went along 
happily for nearly a year and then because of the 
secondary phenomena developed from long retention 
of a foreign body, went to a general diagnostician who 
had an x-ray equipment and as part of his routine, 
took an x-ray picture of the chest and discovered the 
nail. 

I would like to lay particular stress upon the fact 
that if the patient gives any suggestive symptoms or 
history he should be bronchoscoped. The cough is 
never excessive where the foreign body is fixed in the 
bronchus. The cough is exceedingly excessive where 
the foreign body is not fixed. 


I have always taken the privilege of differing with 
the Jackson dictum regarding anesthesia. We anesthe- 
tize chiefly with nitrous oxid ethylene and oxygen or 
ether and we have had no mortality up to the present 
time in the cases which we either bronchoscoped or 
esophagoscoped. Of course, the x-ray is a wonderful 
help in the consideration of these cases and is particu- 
larly valuable when the plates are properly interpreted. 


One must never be satisfied when a foreign body 
is removed that it is the only foreign body there. 
It is incumbent upon the bronchoscopist or esophago- 
seopist to see that not only the right lung is clear but 
the left lung and the esophagus are clear. 


Dr. J. A. Stucky, Lexington, Ky—I wish to empha- 
size Dr. Stiles’ fourth conclusion, that the x-ray should 
be in the hands of an experienced and skillful roent- 
genologist and I would add that a localizer should be 
used. Frequently the exact location of a foreign body 
from an x-ray plate is very misleading and results in 
more instrumentation than is necessary. 


There is no department of surgery which requires 
a larger and more varied instrumentarium than en- 
doscopy, and nothing counts more for a quick and 
safe removal of the foreign body than team work. 
On more than one occasion I have seen unsatisfactory 
results from bungling assistants skillful in other de- 
partments of surgery, but not in endoscopy. At, least 
one well trained, graduate nurse, and one physician 
who is thoroughly familiar with every instrument as 
well as an operator with good technic are essential for 
a safe and sane operation. 


In several instances in the past year or two I have 
seen in consultation, cases where from one to three 
efforts had been made to remove the foreign body. In 
two instances the proper tube and forceps were not 
at hand. 

Prolonged efforts, especially under general anesthesia 
is dangerous. In two instances the death of the 
children could be accounted for: first from insufficient 
instrumentarium; second, lack of team work; and 
third, too prolonged efforts at removal. Occasionally 
we meet with a case so complicated by the presence 
of an unusual foreign body that it would be dangerous 
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for the average bronchoscopist who does this work only 
occasionally to attempt removal. 

Within the last year or two I have referred three 
cases to Dr. Chevalier Jackson, who has no peer in 
this work, and who probably has the best equipment 
and best team of assistants in the world. I felt sure 
that the lengthy trip and the delay would be less dan- 
gerous to the patient than attempt at removal with 
the instruments we have, although our outfit is as 
complete as the average. Few of us can successfully 
do what is being done by Dr. Jackson in his broncho- 
scopic clinic, where the foreign body is removed from 
children from the ages of six to ten years in thirty 
minutes or less, and from an infant in twenty minutes 
or less, without an anesthetic. 


Dr. W. Likely Simpson, Memphis, Tenn—I saw a 
negro girl about two years old, who came with a his- 
tory of having gotten a pin in her throat, and the ap- 
pearance from the x-ray of a foreign body in the 
esophagus. The patient was placed on the table, with- 
out an anesthetic, and the foreign body was seen. A 
forceps was inserted to remove it but at the same 
time the patient moved and the foreign body disap- 
peared. Search was made but the foreign body was 
certainly not in the hypopharynx or in the esophagus. 
Another x-ray showed the foreign body to be in the 
right bronchus. Further efforts to remove it were 
unsuccessful. 
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Another patient had had a diagnosis of tuberculosis, 
of pneumonia over a period of several years, and finally 
drifted around to the x-ray man. He promptly diag- 
nosed a foreign body deep in the right lung. It was 
an upholstering tack and was removed without diffi- 
culty, although there were some granulations about it. 


Dr. E. Lee Myers, St. Louis, Mo—I wish to say a 
word about the negativity of bone cases in the air 
passages as well as the food passages, and I agree 
with Dr. Lynch that wherever there is a suspicion 
of a foreign body an endoscopy should be done. I 
recently saw a case of a fish hook which was buried 
absolutely up to the string leader, which was removed 
successfully. The patient was a small dog and I was 
asked in by Dr. Darling, a veterinarian, to help the 
little animal out. The time of the procedure was 
five minutes. 


Dr. Stiles (closing) —In stressing the diagnostic value 
of the x-ray, I did not mean to imply that it was 
in any sense infallible. In cases presenting a sus- 
picious history, or symptoms and physical signs at all 
suggestive of the presence of a foreign body, broncho- 
scopy or esophagoscopy should be done regardless of 
negative x-ray findings. However, it is important to 
study these cases by all possible means before perform- 
ing endoscopy, as a knowledge of the exact character 
and location of the intruder will greatly minimize the 
difficulties and dangers of the efforts at removal. 
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EVIDENCE OF THE MICROBIC ORIGIN 
OF CANCER 


During twenty years, now, in spite of dissent- 
ing voices here and particularly abroad, medical 
students have been taught that cancer was not 
a germ disease. Experimental evidence is being 
presented by Nuzum, of the University of Illi- 
nois College of Medicine, that carcinoma is due 
to a specific micrococcus. 

In a symposium upon cancer in Surgery, Gyn- 
ecology, and Obstetrics, Coley! reviews some 
general evidence in favor of the extrinsic origin 
of cancer. He quotes among other things the 
work of Haviland, who in 1891, presented statis- 
tical maps of England and Wales to show that 
cancer was more prevalent in the low lying 
regions habitually flooded than in the higher 
localities. He mentions the frequent resemblance 
of malignant tumors to those of known infectious 
origin such as from syphilis or tuberculosis. 
He recalls the close similaritys between tumors 
in men and in plants, and states that Dr. E. A. 
Smith of the Bureau of Plant Pathology in 
Washington, during the past twelve years has 
shown that it is possible by the inoculation of 
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a pure culture of micro-organisms to produce in 
plants practically all the different types of tumor 
that correspond to different varieties of human 
cancer. 

Dr. A. J. Ochsner? states: 

“T am convinced that John Nuzum’s research in con- 
nection with the study of cancer in a short time will 
be recognized as being on a par with the discoveries 
made in tuberculosis, smallpox, and leprosy.” 

The substance of Nuzum’s® report is briefly 
as follows: 

He has isolated in pure culture from 38 of 
41 cases of early human breast cancer and from 
metastases, a minute filterable, Gram-positive 
micrococcus. The organism grows in 48-72 
hours on partial anaerobic tissue ascitic fluid 
culture media. After repeated frequent injec- 
tions of the micrococcus into mice, dogs, and 
one human being, he reports the production of 
a typical metastasizing carcinoma in the breast 
of an old dog, and an epidermoid carcinoma in 
the groin of a man of seventy. 

It has been said that the genius is the man 
who does something that anybody could have 
done if he had only thought of it. Noteworthy 
facts in Nuzum’s report, if it is to be accepted 
as it stands are: that the micrococcus was grown 
by one of the ordinary bacteriological methods, 
and stained by one of the most used of all lab- 
oratory stains, the Gram. The production of 
carcinoma required repeated inoculations over 
a period of months into a susceptible individual. 
A very large number of experimental animals 
received the irritating injections without de- 
veloping carcinoma. 

If the micrococcus is the causal organism, it 
grows rather reluctantly in the host. It may 
perhaps as readily be combated by preventing 
the conditions which favor its growth as by 
attempting to rid civilization of it, or by specific 
therapy to destroy it in the host. The experi- 
ments no more explain cancer than the tubercle 
“2. Ochsner, Albert J.: Cancer Infection. Ibid. 
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bacillus explains tuberculosis. Over 75 per- 
cent of the population contracts tuberculous in- 
fection, but in only a small proportion of these 
does the disease take on the form of clinical 


tuberculosis. The individual’s method of re- 


sisting it is the great unknown factor. The 
view that cancer is not of microbic origin, 
though widely held, has rested upon purely neg- 
ative evidence. As Artemus Ward said: “It’s 
not so much the things I don’t know that bother 
me. It’s knowing so many things that ain’t so.” 
Perhaps in knowing that cancer was due to a 
micro-organism, the medical profession knew 
something that was not so. 

However, the comment of Dr. George A. 
Soper, Managing Director of the American So- 
ciety for the Control of Cancer, upori Nuzum’s 
work, is: 

“The language is strongly affirmative. There are 
few qualifying phrases. * * * Nobody has, appar- 
ently checked up or been asked to check up, the 
author’s technic, or his results. * * * 

“Papers of this kind should be tested in every im- 
portant particular. * * * Too much hangs upon the 
question whether the author is right or wrong. We 
must realize that in the causation of cancer we are 
dealing with the most important medical problem of 
the day. If Dr. Nuzum is right, and we all hope that 
he is, his work deserves to be heralded as among the 


most important discoveries of all time. If he has 
fallen into any of the errors which beset the cancer 


investigator, the sooner we know it the better. * * * 

“Tt may be that cancer is caused by a microbe and 
that Dr. Nuzum has discovered that organism, but 
his researches, as described in his paper, go no further 
than to suggest it.” 


CONGENITAL SYPHILIS 


The United States Public Health Service has 
done a splendid work in disseminating informa- 
tion on syphilis, particularly to physicians, 
through its Public Health and Venereal Disease 
bulletins, and abstracts of current American 
and foreign literature. Some facts which appear 
from these! and which have formerly not been 
understood may be reviewed here. 


1. Congenital Syphilis. Abstracts Secured in the Compila- 
tion of Venereal Disease Information. Compilation No. 
2, Jan., 1924, United States Public Health Service. 


The term “hereditary syphilis” is falling into 
disuse, as the mechanism of transmission of 
syphilis is better understood. The child who is 
“born with” syphilis, the congenitally syphilitic 
child, has not inherited it in the usual sense of 
the word, but has been infected in utero by the 
spirochete. The spirochete has passed through 
the placenta of a syphilitic mother, and infected 
the developing fetus. 

It is not generally known that syphilis is trans- 
mitted through one generation only: that is, that 
congenital syphilitics do not bear syphilitic 
children. There is a high mortality rate among 
congenitally syphilitic children, a low fertility 
rate among those who reach adult life and a 
pronounced tendency to bear mentally and phys- 
ically defective offspring. 

From a preventive point of view it is note- 
worthy that the incidence and severity of syph- 
ilitic infection of the newborn bears a definite 
ratio to the time at which specific therapy is 
begun in the infected pregnant woman. If 
treatment is thoroughly carried out from the 
early stage of pregnancy, there is a very fair 
chance of a normal infant. The results of early 
antenatal treatment of the infected fetus are 
promising. The percentage of cures of congeni- 
tal syphilis is low. 

Though attempts at disinfection of the child 
are usually disappointing, examination and 
treatment must not be neglected, even after in-, 
tensive treatment of the mother. Early signs 
of syphilis are: (1) pemphigus of the palms 
and soles; (2) a certain early chronic coryza; 
(3) early enlargement of the spleen; (4) syph- 
ilids; (5) pseudo paralysis due to gummatous 
osteochondritis of the long bones; (6) a positive 
Wassermann. Any one of these may be diagnostic. 

In cases where syphilis has not been diag- 
nosed in the mother, it may be frequently recog- 
nized by the appearance of the placenta at 
delivery.2 Certain placental changes are char- 


2. Lawrence, Joseph F.: Circular Letter. Changes in the 
Placenta Due to Syphilis, U.S.P.H.S. Venereal Diseas 
Information, v. 8, 385, Aug. 20, 1924. 
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acteristic of syphilitic infection. The size of 
the placenta is markedly increased. It is thick- 
ened, dull gray, soft and friable, and enlarged 
thickéned blood vessels may be seen.’ The 
thickness of the placenta is due to enlargement 
of the villi, and the gray color to almost total] 
absence of blood vessels from the villi. 

Upon the early recognition of signs of syph- 
ilis, first in the pregnant woman, second and 
less hopefully in the child, does the cure of this 
serious infection depend. The prenatal clinic 
with its routine Wassermann, in common use 
throughout the country, will prove the most effi- 
cient method of control. 


HONESTY IN DRUGS 


Without the cooperation of the leading phar- 
maceutical houses of the country the medical 
profession could do nothing. Every advance in 
medicine is dependent upon their integrity. The 
Council on Pharmacy and Chemistry of the 
American Medical Association has had an im- 
portant influence in elevating the standard of 
pharmaceuticals manufactured in this country. 
It can only suggest and criticize. The increasing 
use of such drugs as thyroxin, pituitrin, insulin, 
digitalis, diphtheria antitoxin, not to speak of 
simpler inorganic and organic chemicals, lays a 


heavier and heavier responsibility upon the 
manufacturing houses. Physicians will congratu- 


late themselves as well as the pharmacists upon 
the “Declaration of Belief” adopted recently by 
the American Pharmaceutical Manufacturers’ 
Association, which says in part: 

“We believe that it is the unquestioned obli- 
gation of each and every pharmaceutical manu- 
facturer: (a) to manufacture preparations only 
under proper conditions and of established 
value, pure and accurate in composition, and 
true upon, and to, their label; (b) to label, ad- 
vertise, and merchandise such preparations only 
in a manner wholly free from misrepresentation 
of any kind, in complete accord with both the 


Spirit and terms of the applicable laws, and in 
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entire harmony with the highest standard of 
commercial morality and ethics.” 

This declaration marks a tremendous forward 
step in medical progress. It will be of partic- 
ular service if in the future the Association can 
evolve a system of showing whether its mem- 
bers have fulfilled their pledge. 

It is to be remembered that this declaration 
does not include all drug manufacturers, but 
only the fifteen members of the Association. It 
is part of the physician’s education to know 
which manufacturing pharmacists can best be 
depended upon to deliver pure products. 

American manufacturers in general, have of 


late years shown more and more tendency to sell - 


goods on their merits, and to state truthfully 
what they have to sell. If the article is im- 
perfect they attempt to remedy it, rather than 
to conceal its imperfection, or to claim for it 
miraculous qualities. The old fashioned phy- 
sician used at times to conceal what he did not 


know, and prescribed for each small symptom. 


with a definiteness that he does not now at- 
tempt. The doctrine is becoming more wide- 
spread that the truth is good enough to tell. 


Book Reviews 


Clinical Therapeutics. By Alfred Martinet, M. D., Paris, 
France. With the Collaboration of Drs. Desfosses, G. 
Laurens, Leon Meunier, Lomon, Lutier, Martingay, 
Mougeot, Saint-Cene, Segard and Terson. Authorized 
English Translation from the Second Revised and En- 
larged, Edition. By Louis T. deM. Sajous, B. S., M. 
D, Associate Professor of Experimental Pharmacology, 
School of Medicine, Temple University; Instructor 
in Endocrinology, Graduate Medical School, University 
of Pennsylvania, Philadelphia. 718 pages with 332 
text engravings. Complete in two royal octavo vol- 
umes. Volume I, Therapeutic Agents and Procedures. 
Volume II, Treatment of Symptoms and. Diseases. 
Philadelphia: F. A. Davis Company, 1925. Cloth, 
$16.00 net. 

It is with pleasurable anticipation that a reviewer ap- 
proaches these volumes because he expects to obtain the 
French viewpoint in clinical therapeutics. But when the 
work is completed it is with a feeling of disappointment 
that he realizes that he has gained so little from his 
efforts. Volume I, which is devoted to therapeutic agents 
and procedures, presents these in a sketchy and elemen- 
tary manner. Volume II, which covers the treatment of 
symptoms and diseases, is a mass of polypharmacy and 
prescriptions. . 
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Throughout both volumes there is a tendency to cata- 
log therapeutic measures rather than to advise definite 
lines of treatment. Even when allowance is made for 
the difference in the teachings in the French, English 
and American schools, one is forced to the conclusion 
that the book does not represent the methods and prac- 
tices of the leaders of the French medical profession. 

It seems strange, too, that there is no mention of 
insulin except for an insert by the translator in the sec- 
tion on diabetes. 

The presentation of quinidin is not in accord with 
the teaching of the leading French cardiologists. 

The special sections, such as eye, ear, nose and throat, 
and diseases of the skin, remind one more of a quiz 
compend than a reference book. Every known thera- 
peutic procedure is mentioned and it is with surprise 
that one reads of the “Seton” and “Fixation of Ab- 


scess” in a modern treatise on therapeutics. 


The section on physical agents is too general to be 
of much practical value. 


The best portions of the book are the translator’s in- 
sertions and in these he tries to give some correlation 
to the multitude of loosely connected methods. 


Books Received 


International Clinics. A Quarterly of Illustrated Clinical 
tures and Especially Prepared Original Articles on 
Treatment, Medicine, Surgery, Neurology, Pediatrics, Ob- 
stetrics, Gy logy, Orthopedics, Pathology, Dermatol- 
Oey, Ophthalmology, Otology, Rhinology, Laryngology, 
Hygiene, and other. topics of interest to students and 
practitioners. By leading members of the medical pro- 
fession throughout the world. Volume I.  Thirty-fifth 
series, 1925. Philadelphia and London: J. B. Lippin- 
cott Company. 


Clinical Medicine for Nurses. By Paul H. Ringer, M.D., 
Chief of Medical Service of the Asheville Mission Hospital, 
Asheville, N. C.; on staff of Biltmore Hospital, Biltmore, 
N. C. Illustrated. Second Revised Edition. Philadelphia: 
F. A. Davis Company, 1924. Cloth, $2.50 net. 


Report on Second International Congress of Military Medi- 
cine and Pharmacy, Rome, May-June, 1923. By Com- 
mander Silliam Seaman Bainbridge, M.C., United States 
Naval Reserve Forces; Member of Permanent Committee; 
Delegate from the United States. Reprinted from The 
— Surgeon, December 1924, January and February 


Selected Medical Papers. Containing Eighteen Articles Re- 
printed from the writings of Dr. Alfred Worcester, One 
Article from the writings of Dr. Edward R. Cutler and 
Four Sketches by Mr. Russell T. Hyde. Boston: The 
Four Seas Company, 1925. Cloth, $3.00 net. 


An Introduction to Dermatology. By Sir Norman Walker. 
Eighth Edition. 878 pages with 92 plates and 80 illus- 
trations in the text. New York: William Wood and 
Company. Cloth, $7.00. 


A Laboratory Manual of Physiological Chemistry. By El- 
bert W. Rockwood, M.D., Ph.D., Professor of Chemistry 
and Toxicology in the University of Iowa; Author of an In- 
troduction to Chemical Analysis for Students of Medicine, 
Pharmacy and Dentistry, and Paul Reed Rockwood, M.D., 
Fellow in Medicine, The Mayo Foundation. Fifth Edition, 
revised and enlarged. 418 pages illustrated with four 
colored plates and forty-three text engravings. Philadel- 
phia: F. A. Davis Company, 1924. Cloth, $4.00 net. 


May 1925 


From Infancy to Childhood. The Child from Two to Six 
Years. By Richard M. Smith, M.D., Assistant Professor 
of Child Hygiene, Harvard University; Associate Phy- 
sician, Children’s Hospital; Visiting Physician, Infants’ 
rome age — Boston: The Atlantic Monthly Press. 

oth, 25. 


Pseudo-Appendicitis. A study of Mechanical Syndromes of 
the Right Lower Quadrant Simulating Appendicitis. By 
Thierry de Martel, Chirurgien des Hopitaux de Paris, and 
Edouard Antoine, Medecin des Hopitaux de Paris. Autho- 
rized Translation from the French by James A. Evans, 

B., M.D., Formerly Assistant Radiologist, Hospital St. 
Antoine, Paris. 211 pages illustrated with 41 engravings. 
Philadelphia: F. A. Davis Company, 1925. Cloth, $3.00 
net. 


Feeding, Diet and the General Care of Children. A Book 
for Mothers and Trained Nurses. By Albert J. Bell, A.B., 
M.D., Assistant Professor of Pediatrics in the Medical 
Department of the University of Cincinnati; Attending 
Pediatrician *to the Cincinnati General Hospital, The 
Tuberculosis Hospital and the Christ Hospital; Member of 
the Medical Milk Commission, and Chairman of the Di- 
visional Council on Child Hygiene, Cincinnati, etc. Second 
Revised Edition. 290 pages, illustrated. Philadelphia: 
F. A. Davis Company. Cloth, $2.00 net. 


A Text-Book of Human Physiology including a Section on 
Physiologic Apparatus. By Albert P. Brubaker, A.M., 
., LL.D., Professor of Physiology and Medical Juris- 
prudence in the Jefferson Medical College; Formerly Pro- 
fessor of Physiology in the Pennsylvania College of Den- 
tal Surgery; Formerly Lecturer on Physiology and Hy- 
giene in the Drexel Institute of Art, Science and Industry. 
Eighth Edition. Revised and Enlarged. 853 pages with 
367 illustrations. Philadelphia: P. Blakiston’s Son & Co. 
Cloth, $5.00 net. 


Tumors of the Spinal Cord. The Symptoms of Irritation and 
Compression of the Spinal Cord and Nerve Roots. Pathol- 
ogy, Symptomatology, Diagnosis and Treatment. By Chas. 
A. Elsberg, M.D., Professor of Neurological Surgery, Co- 
lumbia University; Consultant in Neurological Surgery, 
Presbyterian Hospital; Attending Surgeon, Mount Sinai 
Hospital, and Neurological Institute, New York City. 411 
pages' with 354 illustrations. New York: Paul B. Hoeber, 
Ine. Cloth, $10.00 net. 


Principles of Surgery for Nurses. By M. S. Woolf, M.A., 
B.Se., M.R.C.S. (Eng.), L.R.C.P. (London), Instructor in 
Surgery, University of California Hospital, San Francisco. 
12 mo. of 850 pages, illustrated. Philadelphia and Lon- 
don: W. B. Saunders Company, 1925. Cloth, $3.00 net. 


The Physiology of Mind. An Interpretation Based on Biolog- 
ical, Morphological, Physical and Chemical Considerations. 
By Francis X. Dercum, A.M., M.D., Ph.D., Member of the 
American Philosophical Society; Fellow of the College of 
Physicians of Philadelphia; Member of the Academy of 
Natural Sciences of Philadelphia; Professor of Nervous 
and Mental Diseases in the Jefferson Medical College, etc. 
Second Edition, Reset. 12 mo. of 287 pages. Philadelphia 
and London: W. B. Saunders Company, 1925. Cloth, $3.50 
net. 


An Introduction to Practical Bacteriology as Applied to 
Medicine and Public Health. A Guide to Bacteriological 
Laboratory Work for Students and Practitioners of Medi- 
cine. By T. J. Mackie, M.D. (Glas.), D.P.H. (Oxford), 
Robert Irvine, Professor of Bacteriology, University of 
Edinburgh; Late Wernher-Beit Professor of Bacteriology, 
University of Cape Town, and J. E. McCartney, M.D., 
D.Se. (Edin.), Lecturer in Bacteriology, University of Ed- 
inburgh; Late Fellow of the Rockefeller Institute for 
Medical Research, New York. New York: Wm. Wood & 
Co. Cloth, $3.50. 


Elementary Morphology and Physiology for Medical Students. 
A Guide for the First Year and a Stepping-stone to 
Second. By J. H. Woodger, B.Sc.,- Reader in Biology in 
the University of London. 528 pages, illustrated. New 
York and London: Oxford University Press. Cloth, $4.20. 
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Annual Reprint of the Reports of the Council on Pharmacy 
and Chemistry of the American Medical Association for 
1924. 82 pages. Chicago: American Medical Association, 
1925. Cloth, postpaid, $1.00. 


Heredity in Nervous and Mental Disease. An Investigation 
by the Association for Research in Nervous and Mental 
Disease. Report of the Papers and Discussions at the 
Meeting of the Association, New York City, December 27 
and 28, 1928. 882 pages. New York: Paul B. Hoeber, Inc. 
Cloth, $3.75 net. 


Surgery of the Spine and Extremities. A Text Book for. 


Students and Practitioners. By R. Tunstall Taylor, B.A., 
M.D., F.A.C.S., Professor of Orthopedic Surgery in the 
University of Maryland and College of Physicians and 
Surgeons; Orthopedic Surgeon to the University and Saint 
Agnes Hospitals; Surgeon-in-Chief to the James Lawrence 
Kernan Hospital for Crippled Children; Consulting Ortho- 
pedic Surgeon to Saint Joseph’s Hospital; Visiting Ortho- 
pedic Surgeon to the Hospital of the Women of Maryland; 
Lately Lieutenant-Colonel, Medical Corps, U. S. Army, and 
Chief of Orthopedic Service, U. S. A. General Hospital No. 
2, Fort McHenry, Maryland; Consultant in Orthopedic 
Surgery, U. S. Public Health Service, U. S. Veterans’ Bu- 
reau, Emergency Hospital, Annapolis, Md., General Hos- 
pital, Waynesboro, Pa., and Life Extension Institute, New 
York, N. Y.; Fellow of the American College of Surgeons, 
the American Orthopedic Association, the Medical and Chi- 
rurgical Faculty of Maryland, etc. 550 pages, with 604 il- 
— Philadelphia: P. Blakiston’s Son & Co. Cloth, 
7.50. 


Diseases of the Rectum and Pelvic Colon. By Martin L. 
Bodkin, M.D., F.A.C.S., New York, Rectal Surgeon, St. 
Catherine’s Hospital; Associate Surgeon, Broad Street Hos- 
pital; Late Consulting Rectal Surgeon, Zion Hospital; Late 
Diagnostician of Rectal Diseases, Brooklyn Diagnostic In- 
stitute; Late Rectal Surgeon, Bushwick Hospital, Wil- 
liamsburgh Hospital, St. Mary’s Hospital, and Howard Or- 
phan Asylum. Second Edition. Revised and Enlarged. 
487 pages, illustrated. New York: E. B. Treat & Co., 

1925. Cloth, $6.00. 


The bag a3 of Local Anesthesia. By Arthur E. Hertzler, 
A.M., M.D., Ph.D., LL.D., F.A.C.A., Professor of Surgery 
in the Tatoeontea of Kansas ; Surgeon to the Halstead Hos- 
pital, Halstead, Kans.; to St. Luke’s Hospital and St. 
Mary’s Hospital, Kansas City, Mo.; and to the Providence 
Hospital, Kansas City, Kans. Third Edition. 272 pages, 
with 140 illustrations. St. Louis: C. V. Mosby Company, 
1925. Cloth, $5.50. 


On the Breast. By Duncan C. L. Fitzwilliams, C.M.G., M.D., 
Ch.M., F.R.C.S., Ed. and Eng., Surgeon-in-Charge of Out- 
Patients and Lecturer on Operative Surgery to St. Mary’s 
Hospital; Surgeon to Paddington Green Children’s Hospital 
and to Mount Vernon Hospital for Tuberculosis. 440 pages, 
a St. Louis: C. V. Mosby Company, 1924. Cloth, 


The Practical Medicine Series, comprising eight volumes on 
the year’s progress in, medicine and surgery. Volume IV, 
Pediatrics. Under the general editorial charge of Charles 
L. Mix, A.M., M.D. Edited by Isaac A. Abt, M.D., Pro- 
fessor of Pediatrics, Northwestern University Medical 
School; Attending Physician Michael Reese Hospital, with 
the collaboration of Johanna Heumann, M.D. 381 pages. 
Chicago: The Year Book Publishers. Cloth, $2.00. 


Diabetic Diet. A Handbook for Diabetics. By A. Doris Mc- 
Henry, B.A., and Marjorie M. Cooper, B.A. With a Pref- 
ace by J. A. Gilchrist, B.A., M.D., and F. G. Banting, M.C., 
M.B., M.R.C.S., F.R.C.P., M.D., D.Se., LL.D. New York 
and London: Harper & Brothers, Publishers. 


Handbook of Operative Surgery. By Sir William Ireland 
de C. Wheeler (Mod.), B.A., M.D. (Dub. Univ.), F.R.C. 
S.L, F.A.C.S. (Hon)., Surgeon to Mercer’s Hospital and 
the National Children’s Hospital, Dublin; Past President, 
Royal College of Surgeons, Ireland; Consulting Surgeon to 
the Ministry of Pensions Hospital, Blackrock; Late Lieut.- 
Col. R.A.M.C. Fourth Edition. 441 pages, illustrated. 
New York: Wm. Wood & Co. Cloth, $5.50. 


A Text Book of Chemistry and Chemical Uranalysis for 
Nurses. By Harold L. Amoss, M.D., Formerly Chemist, 
Hygienic Laboratory, United States Public Health Service; 
Physiological Chemist, United States Bureau of Chemistry; 
Instructor in Physiological Chemistry, George Washington 
University Medical School; Assistant in Preventive Medi- 
cine, Harvard Medical School, etc. Third Edition, Thor- 
oughly Revised. 241 pages. Philadelphia and New York: 
Lea & Febiger, 1925. Cloth, $2.25. 


A Text Book of Practical Therapeutics with Especial Refer- 
ence to the Application of Remedial Measures to Disease 
and Their Employment Upon a Rational Basis. By Hobart 
Amory Hare, B.Sc., M.D., LL.D., Professor of Therapeutics, 
Materia Medica and Diagnosis in the Jefferson Medical 
College of Philadelphia; Physician to the Jefferson Medi- 
cal College Hospital; One-Time Clinical Professor of Dis- 
eases of Children in the University of Pennsylvania; One- 
Time Commander, M.C., U.S.N.R.F. Nineteenth Edition. 
Enlarged, thoroughly revised and largely rewritten. 1061 
pages. Illustrated with 144 engravings and 8 plates. Phil- 
adelphia and New York: Lea & Febiger, 1925. Cloth, $7.00. 


The Treatment of Fractures in General Practice. By C. Max 
Page, D.S.O., M.S. (Lond.), F.R.C.S., Senior Surgeon to 
Out-Patients, St. Thomas’ Hospital ; Surgeon to the 
Victoria Hospital for Children, Tite Street; Surgeon to 
the Ministry cf Pensions, Orthopedic Hospital, Shepherd’s 
Rush, and W. Rowley Bristow, M.B., B.S. (Lond.), 
F.R.C.S., Surgeon to the Orthopaedic Department, St. 
Thomas’ Hospital; Surgeon to St. Nicholas Country Hos- 
pital for Children, Pyrford; Surgeon to the Ministry of 
Pensions, Orthopaedic Hospital, Shepherd’s Bush. [llus- 
eg Ay pages. New York: Oxford University Press. 

oth, 


Fractures and Dislocations. Immediate Management, After- 
Care, and Convalescent Treatment with Special Reference 
to the Conservation and Restoration of Function. By 
Philip D. Wilson, A.B., M.D., F.A.C.S., Instructor in 
Orthopaedic Surgery, Harvard Medical School, and Wil- 
liam A. Cochrane, M.B., Ch.B., F.R.C.S., Edin., University 
Tutor in Clinical Surgery, University of Edinburgh. 978 
illustrations. 789 pages. Philadelphia and London: J 
B. Lippincott Company. Cloth, $10.00. 


Practical Anaesthetics. By H. Edmund G. Boyle, O.B.E. 
(Mil.), M.R.C.S. (Eng.), L.R.C.P. (Lond.), Anaesthetist 
to St. Bartholomew’s Hospital; Lecturer on Anaesthetics 
to the Medical College of St. Bartholomew’s Hospital ; 
Anaesthetist to St. Andrew’s Hospital, Dollis Hill, and 
C. Langton Hewer, M.B., B.S. (Lond.), M.R.C.S. (Eng.), 
L.R.C.P. (Lond.), Assistant Anaesthetist to St. Barthol- 
omew’s Hospital; Demonstrator of Anaesthetics to the 
Medical College of St. Bartholomew's Hospital; Anaesthe- 
tist to the Queen’s Hospital for Children; Anaesthetist to 
the Seamen’s Hospital, Royal Albert Dock; Assistant 
Anaesthetist to St. Andrew’s Hospital, Dollis Hill. Third 
Edition. 187 pages. New York: Oxford University Press. 
Cloth, $2.00. 


Southern Medical News 


ALABAMA 
Deaths 


Dr. John Abner Pruit Robinson, Florence, aged 83, died 
suddenly February 17, from cerebral hemorrhage. 

Dr. Simon Lovell Bearce Blacke, Fruithurst, aged 84, died 
January 30. 

Dr. Hawkins Davenport Westmoreland, Huntsville, aged 
51, died February 22. 


ARKANSAS 


Ashley County Medical Society has elected Dr. W. S. 
Norman, President; Dr. L. C. Barnes, Secretary. 

Clark County Medical Society has elected Dr. W. M. 
Moore, President; Dr. Joseph P. Bremer, Vice-President ; 
Dr. H. A. Ross, Secretary-Treasurer. 

Conway County Medical Society has elected Dr. A. L. 
Goatcher, President; Dr. E. L. Mathews, Vice-President ; 
Dr. B. C. Logan, Secretary. 
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Crawford County Medical Society has elected Dr. J. A. 
Wigley, President; Dr. M. Bourland, Vice-President ; 
Dr. Q. R. Galloway, Secretary; Dr. W. R. Reeves, Treasurer. 

Grant County Medical Society has elected Dr. I. Shep- 
pard, Belfast, President; Dr. J. E. Jones, Prattville, Sec- 
retary. 

Independence County Medical Society has elected Dr. I. M. 
Huskey, President; Dr. H. G. Burge, Vice-President; Dr. 
M. S. Craig, Secretary. 

Jefferson County Medical Society has elected Dr. E. C. 
McMullen, President; Dr. J. O. Gurney, Vice-President ; Dr. 
A. A. Hughes, Secretary-Treasurer. 

Sevier County Medical Society has elected Dr. J. E. 
Guthrey, Ben Lomond, President; Dr. B. E. Hendrix, Gil- 
ham,, Vice-President; Dr. J. C. Graves, Lockesburg, Sec- 
retary. 

The district convention of the American College of Sur- 
geons, composed of the states of Arkansas, Oklahoma, 
Texas and Missouri, met in Little Rock in February. Dr. 
LeRoy D. Long, Oklahoma City, Okla, was elected President ; 
Dr. Fred S. Clinton, Tulsa, Okla., Secretary. 

At a recent meeting of the State Board of Health in 
Little Rock, Dr. Elam H. Stevenson, Ft. Smith, was elected 
— Dr. Andrew S. Gregg, Fayetteville, Vice-Presi- 
lent. 

The following have been selected as bers of the med- 
ical staff of the new hospital of the Arkansas Children’s 
Home Society, Little Rock; Physicians, Drs. J. R. Dibrell, O. 
K. Judd, C. S. Pettus, A. W. Strauss, L. F. Barrier; 
surgeons, Drs. C. E. Bentley, Dewell Gann, Jr., W. F. 
Smith; eye, ear, nose and throat, Drs. Robt. Caldwell, 
Frank Vinsonhaler, W. S. May, R. C. Kory; mental and 
nervous diseases, Drs. C. C. Kirk, Pat Murphy; skin dis- 
eases, Drs. W. R. Bathurst, C. B. May; pediatrics, Drs. 
W. H. Browning, A. C. Kirby, Morgan Smith; ortho- 
pedics, Dr. F. W. Carruthers; x-ray, Drs. A. M. Zell, 
D. A. Rhinehart; laboratory, Louis E. Gebauer; dentists, 
Drs. J. W. Barnett, J. O. Hall, E. F. Buckley. 

Dr. Homer Scott has been elected President of the Social 
Welfare Bureau of Little Rock. 

Dr. J. P. Runyan was recently re-elected President of the 
Y. M. C. A., Little Rock. 

Dr. Theo Freedman, Little Rock, has been elected Presi- 
dent of the Fraternal Congress of the Medical Section of 
America. 

Deaths 


Dr. Wm. Breathwit, Pine Bluff, aged 53, died recently. 

Dr. Frank E. Morgan, Camden, aged 75, died February 22. 

Dr. William T. McCurry, Little Rock, aged 54, died 
February 19. 

Dr. Reuben Y. Phillips, Malvern, aged 69, died February 
pneumonia. 

r. Jarrett M. Jelks, Searcy, aged 78, died February 8. 

Dr. William P. Hicks, Earl, aged 49, died February 7 from 
pneumonia. 

Dr. Daniel R. Hardeman, Little Rock, aged 58, died 
March 9. 


DISTRICT OF COLUMBIA 


The Committee on District of Columbia of the Senate has 
favorably reported a bill to prevent venereal diseases in the 
District of Columbia. The bill requires that every admin- 
istrative officer of every hospital, dispensary and penal 
institution shall report all cases of venereal disease in any 
inmate of such institution; that the judge of the juvenile 
court or any court of criminal jurisdiction shall report to 
the District Health Officer any person under trial, who may 
be suspected of having a venereal disease; that every 
physician shall report to the Health Officer any case of 
syphilis, etc., which he has been employed to treat. A fur- 
ther provision forbids a person, suffering from a venereal 
disease in a form likely to be a source of infection, to work 
as barber, masseur, cook, baker or producer or handler of 
food or drink. 

The Senate has passed the bill to regulate the sale of 
milk, cream and ice cream within the District of Columbia. 
It requires the inspection and grading of farms and herds 
from which the milk is produced; it permits only milk 
and cream to be sold which is produced from herds to which 
the tuberculin test has been annually applied. 

A bill authorizing the expenditure of $370,000 for a medi- 
cal school building at Howard University, Washington, has 
been favorably reported from the Senate Committee on Pup- 
lic Buildings and Grounds. An additional appropriation of 
$130,000 for the equipment of the medical school is pro- 
vided. Senator Harreld, of Oklahoma, in the report from 
the Committee to the Senate states that the Howard Uni- 
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versity is maintained and operated by the Federal Govern- 
ment under the Department of the Interior and is the only 
educational institution in the country, except the Meharry 
School, Nashville, Tenn., maintaining a medical school for 
graduating colored physicians, dentists and pharmacists. 

Vernon L. Kellogg, Sc.D., of the National Research Coun- 
cil, is now President of the Washington Academy of Sci 

The services of a large number of physicians of Balti- 
more, Md., and Washington have been enlisted by the U. 
S. Veterans’ Bureau for the diagnostic clinic, to be estab- 
lished at Mount Alto, the Veterans’ Bureau Hospital, lo- 
cated just within the District of Columbia. 

Georgetown University is planning to establish an In- 
stitute of Chemo-Medical Research to be directed by ex- 


-perts in organic, inorganic and physical chemistry, pa- 


thology, bacteriology, pharmacology and biochemistry, to 
whom associates in each line will be assigned. The funds 
estimated to carry out this plan are $10,400,000, of which 
$2,000,000 would be used for buildings, grounds, equip- 
ment and library. An appeal is being made for funds. 
Plans are being made by Mrs. Carolyn Harding Votaw, 
sister of the late President Harding, to establish a_hos- 
pital for the 80,000 government employees in Washington. 
The proposed institution will be built and maintained with 
small monthly payments from the salaries of the employees. 


Deaths 


Dr. Henry Pickering Parker, Washington, aged 49, died 
February 15 from heart disease. 


FLORIDA 


The annual meeting of the Florida State Medical As- 
sociation will be held in St. Petersburg, May 19-20. The 
meeting of the Railway Surgeons will be held the day 
preceeding the meeting, May 18. 


GEORGIA 


Bartow County Medical Society has elected Dr. T. Lowry, 
Cartersville, President; Dr. B. Bradford, Pine Log, 
Vice-President; Dr. W. E. Wofford, Cartersville, Secretary- 
Treasurer. 

Burke County Medical Society has elected Dr. W. R. 
Lowe, Millville, President; Dr. J. M. Cook, Sardis, Vice- 
President; Dr. J. B. Lewis, Waynesboro, Secretary-Treas- 
urer. 

Butts County Medical Society has elected Dr. A. F. 
White, Flovilla, President; Dr. O. B. Howell, Jackson, Vice- 
President; Dr. J. Lee Byron, Jackson, Secretary-Treas- 
urer. 

Campbell County Medical Society has elected Dr. T. J. 
Busey, Tyrone, President; Dr. A. B. Jones, Tyrone, Vice- 
President; Dr. A. J. Green, Union City, Secretary-Treas- 
urer. 

Carroll County Medical Society has elected Dr. O. R. 
Styles, Bowdon, President; Dr. J. B. Camp, Carrollton, 
Vice-President; Dr. C. C. Fitts, Carrollton, Secretary- 
Treasurer. 

Chatham County Medical Society has elected Dr. J. K. 
Train, Savannah, President; Dr. W. R. Dancy, Savannah, 
Vice-President; Dr. A. A. Morrison, Secretary-Treasurer. 

Colquitt County Medical Society has elected Dr. J. A. 
Summerlin, Hartsfield, President; Dr. S. M. Withers, Vice- 
President; Dr. M. H. Stuart, Moultrie, Secretary-Treasurer. 

Cook County Medical Society has elected Dr. H. W. Clem- 
ents, Adel, President; Dr. W. M. Shepard, Adel, Vice- 
President; Dr. L. R. Hutchinson, Adel, Secretary-Treasurer. 

Crisp County Medical Society has elected Dr. T. E. Brad- 
ley, Cordele, President; Dr. A. J. Whelchel, Cordele, Vice- 
President; Dr. J. H. Baxter, Cordele, Secretary-Treasurer. 

Douglas County Medical Society has elected Dr. C. V. 
Vansant, Douglasville, President; Dr. W. H. Reid, Doug- 
lasville, Vice-President; Dr. D. Houseworth, Secretary- 
Treasurer. 

Grady County Medical Society has elected Dr. J. B. War- 
nell, Cairo, President; Dr. J. V. Rogers, Cairo, Secretary- 
Treasurer. 

Gwinnett County Medical Society has elected Dr. W. J. 
Hutchins, Buford, President; Dr. N Pierce, Suwanee, 
Vice-President; Dr. N. J. Guthrie, Norcross, Secretary- 
Treasurer. 

Hall County Medical Society has elected Dr. R. L. Rogers, 
Gainesville, President; Dr. L. G. Neal, Cleveland, Vice- 
President; Dr. Pratt Cheek, Gainesville, Secretary-Treasurer. 

Hart County Medical Society has elected Dr. T. R. Gaines, 
Hartwell, President; Dr. A. O. Meredith, Hartwell, Vice- 


(Continued on page 34) 
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President; Dr. W. E. McCurry, Hartwell, Secretary-Treas- 
urer. 

Henry County Medical Society has elected Dr. R. L. 
Crawford, Locust Grove, President; Dr. J. B. Weldon, 
Hampton, Vice-President; Dr. W. P. Sloan, McDonough, 
Secretary-Treasurer. 

Irwin County Medical Society has elected Dr. G. W. 
Willis, Ocilla, President; Dr. A. Harper, Wray, Vice-Presi- 
dent; Dr. L. L. Whiddon, Ocilla, Secretary-Treasurer. 

Jenkins County Medical Society has elected Dr. M. E. 
Perkins, Millen, President; Dr. Q. A. Mulkey, Millen, Vice- 
President; Dr. C. Thompson, Millen, Secretary-Treasurer. 

Mitchell County Medical Society has elected Dr. O. G. 
Crawford, Sale City, President; Dr. D. P. Luke, Camilla, 
Secretary-Treasurer. 


May 1925 


Worth County Medical Society has elected Dr. J. L. Tracy, 


Sylvester, President; Dr. H. S., McCoy, Doerun, Vice- 
President; Dr. W. C. Tipton, Sylvester, Secretary-Treas- 
urer. 


Eleventh District Medical Society held its annual meet- 
ing in Valdosta, January 18. Dr. W. C. Hafford, Way- 
cross, was elected President; Dr. P. C. Quarterman, Val- 
dosta, Vice-President; Dr. J. E. Penland, Waycross, Sec- 
retary-Treasurer. 

Atlanta Academy of Ophthalmology and Oto-Laryngology 
held its annual meeting January 29. Dr. H. M. Lokey was 
elected President; Dr. W. C. Lyle, Vice-President; Dr. Cecil 
Stockard, Secretary-Treasurer. 

The second annual meeting of the Surgical Association 
of the Atlanta and West Point, Western of Alabama and 
the Georgia Railroads met in Atlanta, February 7. Dr. 
J. M. Poer, West Point, was elected President; Dr. H. M. 


Monroe County Medical Society has elected Dr. B. L. : , 
i ident; Dr. . Smith, Juliette, etary- 
J. Juliette, the of the Public Health Marsing, are 


Treasurer. 

Sumter County Medical Society has elected Dr. Kenneth 
Wood, Leslie, President; Dr. Henry Simpson, Smithville, 
Vice-President; Dr. E. B. Anderson, Americus, Secretary- 
Treasurer. 

Telfair County Medical Society has elected Dr. Frank 
Mann, Lumber City, President; Dr. W. H. Powell, Lumber 
City, Vice-President; Dr. C. J. Maloy, Helena, Secretary- 
Treasurer. 

Tri County Medical Society has elected Dr. C. J. Jenk- 
ins, Edison, President; Dr. S. P. Holland, Blakely, Vice- 
President; Dr. C. K. Sharp, Arlington, Secretary-Treasurer. 

Turner County Medical Society has elected Dr. H. 
Belflower, Sycamore, President; Dr. F. W. Rogers, Ash- 
burn, Vice-President; Dr. J. H. Baxter, Ashburn, Secretary- 
Treasurer. 

Warren County Medical Society has elected Dr. H. L. 
Earl, Jewell, President; Dr. F. L. Ware, Warrenton, Vice- 
President; Dr. A. W. Davis, Warrenton, Secretary- 
urer. 

Whitfield County Medical Society has elected Dr. Tram- he a: 


held. The object being to help the mothers keep their 
babies well. 

The County Health officials of Georgia have launched 
a campaign to free the state from typhoid and malaria. 

The Little-Griffin Hospital, Valdosta, caught fire Febru- 
ary 6th but was discovered in time so that there was 
little damage. 

Dr. J. R. Clemmans, El Paso, Texas, has assumed his 
duties as House Physician of the Macon Hospital, Macon. 

Dr. Z. S. Cowan, Atlanta, has been elected Chief of the 
Staff of the Anti-Tuberculosis Association. 

Dr. W. C. Kennedy, City Health Officer for Atlanta, 
has announced the opening of a free clinic for the preven- 
tion of diphtheria among Atlanta children. The clinic is 
in the City Health Department and is open every after- 
noon between three and five o'clock. 

Dr. Stewart R. Roberts, Atlanta, was elected President 
of the Atlanta Alumni Club of Emory University at the 
“Charter Day’ Banquet held January 26. - 

J. Carswell, Waycross, has been elected Com- 


mel Starr, Dalton, President; Dr. J. C. Rollins, Dalton, 
Vice-President; Dr. L. Kennedy, Dalton, Secretary- mander of the Ware County Post, No. 10, of the American 
Treasurer. (Continued on page 36) 


This Adorable Child 


was fed, through infancy, on Lactogen. She is typical 
of the splendid, all-around development which Lactogen 
builds. We shall be glad to send any physician, without 
charge, a supply of this “natural food for infants,” The 
coupon below is for your convenience. 


What is Lactogen? 


Lactogen is a food for infants from one month to seven 
months of age. It closely approximates mother’s milk 
in analysis and ease of digestion. Lactogen is.sold on 
the prescription or recommendation of a physician. No 
directions for its use appear on the trade package. No 
literature is mailed to the laity. Complete information 
and samples will be sent upon receipt of coupon. 


NESTLE’S FOOD COMPANY, 130 William Street, NEW YORK CITY ee, 


Please send, without charge, complete information on Nestlé’s Lactogen, together with samples 


Name___ Street 
Town or City State 
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| When Life is at Stake 


Oxygen is best administered with a 
McKesson Gas-Oxygen Apparatus. 


In obstetrics, the baby some times is 
lost for the want of 
3 or 4 breaths of 
oxygen. 


THE McKESSON 
SPECIAL 


for obstetrics is 
portable, automatic 
and the only suit- 
able apparatus for 
analgesia and oxy- 
gen administration 
in this field. 

In Anesthesia oxy- 
gen is under the 
most favorable con- 
trol in the well 
known McKESSON 


MODEL G 
APPARATUS 


Write for Cata- 
log No. 12. 


Toledo, Ohio 


2226 Ashland Ave. 
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Legion. He succeeds Dr. B. H. Minchew. 

Dr. R. V. Martin has been elected Medical Director and 
a member of the Board and Dr. Usher has been appointed 
Chief of the Staff of the Savannah Hospital. 

Dr. M. A. Fort, Health Commissioner for Decatur, 
Seminole and Miller Counties, established three clinics in 
Bainbridge for the benefit of the flood sufferers. 

Dr. William R. Dancy, Savannah, has been named De- 
partment Surgeon of the Sons of Confederate Veterans, 
with headquarters in Louisiana, with Dr. W. M. Dunn, At- 
lanta, as his assistant. 

Dr. William Randolph Smith and Miss Jean Douglas, 
both of Atlanta, were married March 11. 

Dr. William R. Houston and Mrs. Julia Scales Walton, 
both of Augusta, were married at Shanghai, China, Feb- 


ruary 14, 
Deaths 


Dr. James Richard Robins, aged 85, died 
February 26 at Atlanta. 

Dr. Frank Mims, Marietta, aged 48, died February 15 
from pneumonia. . 


Siloam, 


KENTUCKY 


Dr. Guy P. Grigsby, Louisville, has been named Surgical 
Director of the new West Baden Hotel Clinic. He left 
Louisville on April 1 to take up this work. 

Deaths 


Dr. Henry Barnard Ritter, Louisville, aged 65, died 
February 19. 
Dr. Jonas L. Basham, Louisville, aged 82, died Febru- 


ary 11. 


LOUISIANA 


Terrebonne Parish Medical Society has elected Dr. R. 
W. Collins, Houma, President; Dr. J. B. Duval, Houma, 
Vice-President; Dr. P. E. Parker, Houma, Secretary-Treas- 
urer. 

(Continued on page 38) 


B. B. CULTURE 


The reason why this lactic culture 
has achieved such widespread popu- 
larity throughout the South lies 
largely in its ability to show results 
promptly and efficiently. 


It is well to bear B. B. CULTURE 
in mind; it is capable of rendering 
you a real service. 


B. B. CULTURE LABORATORY, INC. 
Yonkers, N. Y. 
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HEN food does not feed—when 

W even milk, the most nearly perfect 

of all nutritional foods, fails to 

nourish, it has been found that the addi- 

tion of 1% of pure, unflavored, unsweet- 

‘ ened gelatine to the milk overcomes the 
difficulty. 


The protective colloidal ability of the 
gelatine, in preventing the coagulation 
caused by the enzyme rennin and hydro- 
chloric acid of the gastric juice, will 
largely prevent stomach curdling and in- 
sure the complete assimilation of all the 


. nutritional elements of the milk. Thomas 
B. Downey, Ph.D., of Mellon Institute, Uni- 
versity of Pittsburgh, has clearly proved 
by a series of standard feeding tests that 
the addition of 1% of pure, plain gelatine, 
dissolved and added to milk, will increase 


the nutritional yield by about 23%. The 
approved formula is here given: 


Soak for ten minutes one level table- 
spoonful of Knox Sparkling Gelatine in 
% cup cold milk taken from the baby’s 


formula; cover while soaking; then place 
s the cup in boiling water, stirring until 

gelatine is fully dissolved; add this dis- 

solved gelatine to the regular formula. 


= For children and adults follow the same 
method in the proportion of 14 teaspoonful 

of gelatine to a glass of milk. 
of, To. safeguard against impurities and 
disturbing acidity it is essential to specify 
a plain, unflavored, unsweetened gelatine, 
such as Knox Sparkling Gelatine—the 


Highest Quality for Health. 


A package of Knox Sparkling Gelatine, 
together with the physician’s reference 
book of nutritional diets with recipes, will 
be sent free, to any physician if he will 
write to the Knox Gelatine Laboratories, 
408 Knox Avenue, Johnstown, N. Y. 
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HANOVIA 
QUARTZ LAMPS 
ALPINE SUN KROMAYER 


ORIGINAL PIONEERS IN 1905 


You cannot mistake a HANOVIA 


QUARTZ LAMP for any other. 


Those who take pride in their quartz 
lamps value this distinction. It is assembled 
by skilled workmen who have devoted years 
in the HANOVIA Plant to the creation of 
a fine mechanical work. 


These features with the entire quartz 
mercury anode type of burners, which give 
the maximum intensity of Ultra Violet Rays 
should be strongly considered. 


For literature of its use in Eye, Ear, 
Nose and Throat conditions, Hay Fever, 
Asthma, Tetany, Rickets, Tuberculosis, Der- 
matology, Gynecology, ete. 


REQUEST SET 38 


HANOVIA 


CHEMICAL & MANUFACTURING CO. 


CHESTNUT ST. & N.J.R.R. AVE., NEWARK, N.]J. 
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Vermillion Parish Medical Society has elected Dr. H. 
A. Eldredge, Abbeville, President; Dr. Thomas Latiolais 
Kaplan, Vice-President; Dr. A. Landry, Delcambre, Secre- 
tary-Treasurer. 

The New Orleans Opthalmological and Oto-Laryngolog- 
ical Society met March 19, at which forty-five members at- 
tended. At this meeting the Eye, Ear, Nose and Throat 
Hospital was decided upon as the domicile of the Society 
for the coming year. Meetings are held every third Thurs- 
day of the month. Dr. T. J. Dimitry was elected President ; 
Dr. Val H. Fuchs, Secretary-Treasurer. 

The Tuberculosis and Public Health Association of Louis- 
iana held its first annual meeting, January 28, in New 
Orleans. Dr. William H. Seemann is President and Dr. 
Hector E. Bernadas, Vice-President. 

About 150 physicians held a surprise party at the Charity 
Hospital, New Orleans, March 20, to celebrate the sixty- 
ninth birthday of Dr. Frederick W. Parham, at which 
time a portrait of Dr. Parham was presented to the ad- 
ministrative board of the hospital. Several short addresses 
were made. 

The Presbyterian Hospital, New Orleans, has issued an 
appeal for gifts for its free clinic. During the past 
year the Corinne Casanas Free Clinic for the Poor treated 
7,600 patients, 1,500 of whom were given prescriptions 
free or at cost. Mrs. Alexina S. McBurney last year 
willed to the hospital property in New Orleans estimated 
at a value of $250,000 and holdings in Canada valued at 
$150,000. 

Deaths 


Dr. Pierre Albert Moore, New Orleans, aged 63, died 
February 11 from angina pectoris. 


MARYLAND 


The services of a large number of physicians of Balti- 
more and Washington have been enlisted by the U. S. 


(Continued on page 40) 
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The Nutritive Properties 
of Natural Cow’s Milk 


Analysis of 
KLIM 


POWDERED WHOLE MILK 


Dry 
28.00% 3.33% 


576% 
150% 
CALORIES (per ounce) 149. 
%* 4% Ounces toa quart of water 
KLIM istompletely soluble in fany temp 


When Used in Infant Feeding 


Reliquified KLIM 
caloric value as natural wh 
Same modifications wh 


Recognizing the importance of scientific con- 
trol, all contact with the laity is predicated on 
the policy that KLIM be used in infant feed- 
ing only according to a physician's formula. 


are retained in 


KLIM 


ILK atomized into filtered air 

sufficiently warm to cause in- 
stantaneous evaporation of the water 
—is KLIM. 


The rapid evaporation of the 
water so cools the milk particles as 
to prevent over heating—evidenced 
by the fact that in KLIM 


The albumin is not coagulated 
The lactose is not caramelized 


The vitaminic potency is not 


diminished (see Dutcher and Cavan- 
augh--June, 1923, ed. American Journal 
Diseases of Children). 


The enzymic reactions are 
normal 

The powder is completely 
soluble 


Given, also, simplicity of prepara- 
tion, absolute safety and superior 
digestibility, the physician has at 
his command a worthy substitute 
when breast milk is insufficient 


Literature and samples 
sent promptly upon request 


MERRELL-SOULE CO., SYRACUSE, N. Y. 
Also Makers of Merrell-Soule Powdered Protein Milk 


In Canada KLIM and Merrell-Soule Powdered 
Protein Milk are made by Canadian Milk 
Products, Ltd., 347 Adelaide Street, West, Toronto 
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From FRESH Livers 
to sealed bottles 
in our own plants at the shore 


PATCH’S 
FLAVORED COD LIVER OIL 


(Accepted for N.N.R. by . 
Council on Pharmacy and Chemistry) 


IS AN OIL OF DEPENDABLE 
QUALITY AND GUARANTEED 
VITAMIN POTENCY 


When You Prescribe 
Cod Liver Oil as a_ nutritional deficiency 
food, wouldn’t you like to know that it is 
Made from Fresh Livers 
Not Chemically Refined 
Pleasingly Palatable 
Tested for Vitamin Potency 


Patch’s Flavored Cod Liver Oil 
Is Such a Product! 


The small dose makes it especially desir- 
able—one-half teaspoon for children, one 
teaspoon for adults, three times a day. 
WE HAVE A SAMPLE FOR YOU 
SEND THE COUPON BELOW 
TASTE IT! YOU’LL BE SURPRISED! 


THE E. L. PATCH CO. 
BOSTON, MASS. 


Send along the sample of Patch’s Flavored Cod 
Liver Oil. 


Name........ 


Street and No...... 


City and State........ 


S.M.M. 
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Veterans’ Bureau for the diagnostic clinic, to be established 
at Mount Alto, the Veterans’ Bureau Hospital located just 
within the District of Columbia. The following Baltimore 
physicians were selected: Drs. Lewellys F. Barker, Thomas 
B. Futcher, Thomas R. Brown, William S. Thayer, Louis 
V. Hamman, Gordon Wilson, Samuel J. Crowe, Adolf Meyer, 
Walter A. Baetjer, Allen K. Krause, John M. T. Finney, 
Richard H. Follis, Walter E. Dandy, William S. Baer and 
Hugh H. Young. 

At a recent meeting of the West Baltimore Medical So- 
ciety the following officers were elected: Dr. Arthur G. 
Barrett, President; Drs. James Dawson Reeder, Robert P. 
Bay, John F. Hogan and Matin F. Sloan, Vice-Presidents ; 
Dr. Gustav Goldman, Recording Secretary; Dr. Arthur C. 
Tiemeyer, Corresponding Secretary ; Dr. Leonard A. Richard- 
son, Treasurer. Dr. Lewellys F. Barker was made Honorary 
President of the Society. 

The Municipal Hospital, Montebello, Baltimore, plans to 


‘open six buildings about September 1. The new buildings 


will form the nucleus of the Baltimore General Hospital. 

Dr. Daniel W. Cathell, President, Baltimore Eastern Dis- 
pensary, was recently given an informal dinner by the 
dispensary board in recognition of his long service. He 
served as Director, then as Vice-President and, for the 
last twenty years, as President. 

Dr. Frank N. Ogden has been appointed Surgeon to the 
Baltimore City Fire Department, succeeding the late Dr. 
Elijah J. Russell. Drs. William D. Noble and Eugene J. 
K. Zeller have also been designated as emergency surgeons 
of the department. 

Dr. John B. Manning, Baltimore, left recently for Santa 
Barbara, Calif., where he will est&blish a hospital for 
children. 

Dr. Rudolf B. Teusler, Medical Missionary to Japan, 
was the guest of honor at a dinner given at the Maryland 
Club, Baltimore, recently by Dr. Howard A. Kelly. Dr. 
Teusler is visiting this country in the interest of his hos- 
pital at Tokyo which was destroyed by the éarthquake. 

Dr. Leopold Clarence Cohn and Miss Blanche A. Frens- 
dorf, both of Baltimore, were married March 4. 


Deaths 


Dr. Nathan B. Bordensky, Baltimore, aged 39, died in 
January. 

Dr. Ralph Browning, Myersville, aged 55, died February 
9 at the Frederick City Hospital, from acute nephritis. 

Dr. Charles M. Morfitt, Baltimore, aged 89, died Feb- 
ruary 15 from senility. 


MISSISSIPPI 


Dr. William M. Murry, Ripley, has been appointed County 
Health Officer, sueceeding Dr. Robert M. Adams, who has 
been appointed Full-time Health Officer, for Lee County. 


MISSOURI 


Holt County Medical Society has elected Dr. J. L. 
Cox, Fortescue, President; Dr. E. F. Kearney, Oregon, 
Vice-President; Dr. J. F. Chandler, Oregon, re-elected Sec- 
retary-Treasurer. 


(Continued on page 42) 


The Ella Oliver Refuge 


A refined Christian home for the care and 
protection of unfortunate girls during pregnancy 
and confinement. 


Under the auspices of the Women’s and Young 
Women’s Christian Associations of this city. 


Adoption of babies arranged for when desired. 


Patients may have house physician or any 
other ethical physician. 


Charges very reasonable. 

Strictest privacy is maintained. 

For folder and further information, address 
ELLA OLIVER REFUGE, 


903 Walker Ave., 
Memphis, Tenn. 


Phone—Wainut 639 
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What makes the Baumanometer 
accurate? 


Is it because the weight of a mercury column balances the bloodpresstire—that a 

Baumanometer has precision? 

Is it because every tube is calibrated individually—in order that each small vari- 

ation in the glass be compensated? 

Is it because each scale is carefully graduated by hand? 

Is it because of the wide-bore tube, the s‘abilizing cap, and other vital features— 

which the Baumanometer was first to give the Profession? 

Undoubtedly. 

But isn’t it due mostly to the sincere purpose back of the instrument— 
painstaking labor devoted to rendering a valuable service to the Profes- 
sion— 

a pioneering spirit, to which mercury, glass, and steel are but the tools 
for attaining a high ideal, truly realized in this instrument? 


Your dealer will gladly show you any of these five models— 
Desk, Kitbag, Pocket, Wall, and Cabinet 


W. A. BAUM COMPANY, Inc., 100 FIFTH AVENUE, NEW YORK 
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A NERVE SEDATIVE 


BROMURAL 


(Alpha-monobrom isovaleryl-carbamide) 


Soothes the nerves and 
induces refreshing sleep 
DOSE: 5 grains (or 1 tablet) several 


times a day. 10 to 15 grains in sleep- 
lessness 


Supplied in 5 grain Tablets and in 
Powder 


AT ALL DRUGGISTS 


Literature and Samples upon Request 


E. BILHUBER, Inc. 


25 West Broadway New York, N. Y. 


(Continued from page 40) 

Stoddard County Medical Society has elected Dr. Frank 
Larue, Dexter, President; Dr. E. Phillips, Bloomfield, Vice- 
President; Dr. W. C. Dieckman, Dexter, Secretary; Dr. 
S. S. Davis, Bloomfield, Treasurer. 

Fire caused $1,000 damage to the Northeast Hospital, 
Kansas City, January 18, because of defective wiring. 

Dr. William J. Hawes, Kansas City, has been appointed 
City Physician by the Hospital and Health Board, succeeding 
Dr. John L. Lavan, resigned. 

Dr. Joseph E. Welker, Kansas City, and Miss Rita 
Lee, Gilford, Conn., were married in December. 


Deaths 


Dr. George W. Joiner, Lawson, aged 63, died January 
20, at Elmira, from pneumonia. 

Dr. Cornelius O’Brien, St. Louis, aged 92, died March 1. 

Dr. James Whitman Ousley, Kansas City, aged 51, died 
in February at St. Luke’s Hospital. 

Dr. Lillian G. Blanchard, St. Louis, aged 54, died Feb- 
ruary 18. 

Dr. Stanley Newhouse, Kansas City, aged 47, died Feb- 
ruary 14 following a long illness. 

Dr. Lee Othel Mason, Bevier, aged 44, died February 23, 
from chronic nephritis. 

Dr. Henry Leach Reid, Charleston, aged 58, died Feb- 
ruary 5 from cerebral hemorrhage. 

Dr. Silas W. Morgan, Shawneetown, aged 55, died Feb- 
ruary 5 from pneumonia. 

Dr. Daniel T. Abell, Sedalia, aged 87, died February 
24 from pneumonia and chronic nephritis. 


NORTH CAROLINA 


A compromise between the state welfare officer and rep- 
resentatives of large fraternal society orphanages 
objected to exactions of the welfare board has been effected. 
A recent enactment provides that the state board of welfare 
will continue to receive reports from orphanages in the 
state, which have invested assets in excess of $60,000, but 


(Continued on page 44) 


“HORLICK’S” 


—The Original— 
EXTENSIVELY ENDORSED 


FOR THE FEEDING OF INFANTS, 
INVALIDS AND CONVALESCENTS 


(Specify “Horlick’s” in 
order to obtain the re- 
liable results insured 
by the Original prod- 
uct). 


HORLICK 


THE OR'IGINGY 


Samples and Printed 
matter prepaid upon 
request 


Horlick’s Malted 
Milk Co. 


Racine, Wis. 


The “MESCO” Laboratories 
manufacture the largest line 
of Ointments in the world. 
Sixty different kinds. We are 
originators of the Professional 
Package. Specify “MESCO” 
when prescribing Ointments. 
Send for lists. 


Manhattan Eye Salve 
Company 
Louisville, Ky. 
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This Letter Set 
Him to Thinking 


“Dear Sir: 

{ I represent Mrs. . who is the mother of Mrs. , 3307 N. Albany 
Ave. Her daughter informs me that Mrs. ————— was injured in an acci- 
dent January 27th, 1923, caused from a fall. 

Mrs. ————advises me that you started treating her mother for a bruise; 
that no X-ray was taken and that you continued to treat her up to and includ- 
ing February 27th, 1923. She then called a Dr. to examine her mother’s 
injuries, her mother at that time being in great pain, and Dr.———ordered 
her to a hospital, where an X-ray was taken and showed a fracture. On ac- 
count of neglect on your part, the injury became very serious, and after the 
setting of the fracture Mrs. was compelled to and did remain in bed for 
several weeks, and up to the present time has not completely recovered from 
the injury. 

In view of the above circumstances, would you kindly let me know what 
your intentions are in this matter, in the way of repaying and compensating 
this woman for your alleged carelessness and neglect in treating her. 

Yours truly, 


Attorney-at-law. 
And Then We Received This 


“Gentlemen: 
For some months I have been receiving literature from your company of- 
fering to sell me protection against malpractice charges and damage suits. I 
put this off too long; for I have a suit filed against me. 
However, it is not too late to take protection against others that might 
be filed. Yours very truly, 


For Medical “Protective Service havea Medical “Protective Contract 


es | 
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BOUGIES DRAINS 


CATHETERS 


Standard and Special Models 
Ureteral Catheters and Bougies a Specialty 


Insist on 


“EYNARD” 


The best that can be produced by expert 
workmen and careful selection of 
material 


Ask your dealer 


C. R. BARD, Inc. 
37-39 East 28th St., New York 


(Continued from page 42) 


will exercise no control over, nor issue licenses to them. 

The commissioners of Haywood County have authorized 
an election in June on a $100,000 bond issue proposition 
for the contruction of a new county hospital as a memorial 
to the soldiers of the World War from that county. 

A bill has been passed by the senate requiring the admin- 
istration of antirabies vaccine to all dogs in the state. 

It is reported that Dr. Watson S. Rankin, State Health 
Officer since 1909, will shortly tender his resignation to the 
State Board of Health, and will take charge of the hos- 
pitalization program of the Duke Foundation which will 
aid in the construction and maintenance of the ~~ hog- 
pitals throughout the Piedmont section of the sta 


Deaths 


Dr. Jasper Neill Anderson, Albemarle, aged 52, died Feb- 
ruary 16 at Long’s Sanitarium, Statesville. 

Dr. William F. Hargrove, Kinston, aged 62, died February 
28 from cerebral hemorrhage. 

Dr. Willard Biddle Gilman, Lakeview, aged 79, was in- 
stantly killed February 138, when struck by a train. 

Dr. Thomas Graham Faulkner; Kinston, aged 38, died 
February 6. 


OKLAHOMA 


The district convention of the American College of Sur- 
geons, composed of the states of Arkansas, Oklahoma, Texas 
and Missouri, met in Little Rock, Ark., in February. Dr. 
LeRoy D. Long, Oklahoma City, was elected President; Dr. 
Fred S. Clinton, Tulsa, Secretary. 

The Sisters of the Sorrowful Mother have begun the com- 
pletion of St. John’s Hospital, Tulsa. It will have a capac- 
ity of 300 beds. The hospital was started six years ago. 

The Sisters of St. Joseph will operate the Ponca City 
Hospital, their services being donated to the city free of 
charge. 

Bryan County Hospital plans to erect an addition which 
will contain eight rooms. A steam heating plant will also 
be installed. 


(Continued on page 46) 


“The Dependable 
Original” z 


Made in the United States in strict 

conformity with Ehrligh’s processes 

and formulas. Government tested. LA B 
Reg. U.S. Pat. Off. 


r obligation of responsible 
er and patient is being fulfilled 

the medium oflowered 
ge sof Neosalvarsan possible 
y quantity production. 


is uncurpassed 2 low ty and 

s unequal in therapeutic effect- 

M iveness. These facts have been de- 
monstrated throu extensive use 
during the past ‘een years and 
constitute a unique record. 


SAVE MONEY ON 


YOUR X-RAY SUPPLIES 


Get our price list and discounts on quantities before you 

purchase 

HUNDREDS OF DOCTORS FIND WE SAVE THEM FROM 

10% TO 25% ON X-RAY LABORATORY COSTS. 
AMONG THE MANY ARTICLES SOLD ARE: 

X-RAY PLATES. Three brands in stock for quick ship- 
ment. PARAGON Brand for finest work; UNIVERSAL 
Brand, where price is important. 

X-RAY FILMS. Duplitized or Dental—all standard sizes. 
Eastman, Ilford or X-ograph metal backed. Fast or slow 
emulsion. 

ag ponte SULPHATE. For stomach work. Finest grade. 

w pri 

COOLIDGE. "X-RAY TUBES, 5 styles, 10 or 30 milliamp.- 
Radiator (small bulb), or broad, medium or fine focus, 
large bulb. Lead Glass Shields for Radiator type tubes. 

DEVELOPING TANKS. 4 or 6 compartments, stone tanks. 
These will end your dark room troubles. 5 sizes of Enam- 
eled Steel Tanks. 

DENTAL FILM MOUNTS. Black or gray cardboard with 
celluloid window or all celluloid type, one to eleven film 
openings. Special list and les on r t. Price in- 
cludes imprinting uname and address. 

DEVELOPER, CHEMICALS. Metol, Hydroquinone, Hypo, etc: 

INTENSIFYING SCREENS. Patterson TE, or celluloid- 
backed screens. Keduce exposure to 4th or less. Double 
screens for film. All-metal cassettes. 

on) GLOVES AND APRONS. (New type glove, lower 


iced.) 
FILING ENVELOPES with printed X-ray form. (For used 
plates.) Order direct or through your dealer. 
7 Wi If You Have a Machine Get Your 
Name on our Mailing List. 


$24 Godchaux Bidg., New 


pee gram per ampule 
075 “ Sou 
| 
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Adapted to Breast Milk 


Seeing (Results) Believing 


It is only natural that we should 
talk to you enthusiastically about 
S. M. A. And many of your col- 
leagues have undoubtedly called 
your attention to the excellent nu- 
tritional results which they have 
obtained with this product for in- 
fants deprived of breast milk. 


But even the strongest recommen- 
dations from others count little as 
compared to results with your pa- 
tients, under your own close ob- 
servation. 
Seeing (results) is believing, and 
so we invite you to start using  - 
S. M. A. in your own practice )~ 
at our expense. 
> 


The Coupon Brings 
Trial Package to 


Physicians 


Only 


“ O30" 
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(Continued from page 44) 
i r John §S. Alcorn has subscribed $175,000 for a new build- 


DI ABETIC MUFFINS ing for the Ponca City Hospital. He is Chairman of a com- 
mittee which is raising $250,000 for this purpose. 

The Washington County Public Health Association took 
eare of more than 50 crippled children at a clinic recently 
held under the direction of Drs. Earl D. McBride and A. 
D. Young, Oklahoma City. 

Dr. John F. Kuhn has been appointed Professor of Gyne- 
ecology at the University of Oklahoma School of Medicine, 
succeeding the late Dr. John S. Hartford. 

Dr. Earl D. McBride, Oklahoma City, held a crippled 
children’s clinic at Clinton early in February, under the 
auspices of the Clinton Rotarians. 


Deaths 


Dr. Samuel Ray Evans, Claremore, aged 42, died Feb- 
ruary 16 from gastric ulcer. 

Dr. Thomas S. Williams, Stillwell, aged 61, died February 
19 at the Williams Hospital, Stillwell. 

Dr. Virgil M. Taylor, Sapulpa, aged 81, died January 24 
following a long illness. 

Dr. Levi Hilliard Miller, Ardmore, aged 64, died Febru- 
ary 21 from pneumonia. 


SOUTH CAROLINA 


Aiken County Medical Society was reorganized at a meet- 
ing February 23 at Aiken. Dr. Benjamin F. Wyman, 
Aiken, was elected President; Dr. Samuel A. Morrall, 
Graniteville, Vice-President; Dr. Charles Hall Farmer, 
Aiken, Secretary-Treasurer. 

Orangeburg County Medical Society has elected Dr. L. C. 
Shecut, Orangeburg, President; Dr. C. I. Goodwin, Holly 
Hill, Vice-President; Dr. G. M. Truluck, Orangeburg, Sec- 


retary. 
PREPARED wong D IABETIC FLOUR Clarence E. Smith, D.V.S., Health Commissioner of Green- 
Each muffin t tely 8 grams of ville for nearly eighteen years, has resigned and accepted 
protein, 8 grams of fat ond no starch or sugar. a position with the U. S. Public Health Service. It is re- 
Listers will be sent direct if desired. ported that the entire Board of Health of Greenville re- 
signed following a reduction in the appropriation for the 
LISTER BROS. Inc., 405 Lexington Ave., New York city health commissioner’s salary, by the City Council. 


(Continued on page 48) 


NOVASUROL 


Trademark Reg. U. S. A. Pat. Off. 
Brand of MERBAPHEN 


The Dependable Diuretic 
In Cardiorenal Dropsies: 


When every other remedy fails in serious cardiorenal conditions a 
single injection of Novasurol often induces prompt and profuse diuresis 
with subsidence of edema. 


The Improved Mercurial 
Injection for Syphilis: 


Novasurol is preferred by many syphilologists to other soluble mer- 
curials, because of its high content of mercury but low toxicity, general 
painlessness of injections, prompt and prolonged action. It can be 
injected alone or mixed with arsphenamin. 


HOW SUPPLIED: |, 2 c.c. ampules, in boxes of 5. 
Pamphlet on Request 
WINTHROP CHEMICAL COMPANY, Inc., 117 Hudson St, New York, N. Y. 
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PRECISION 


Acme-International Precision Type 
Coronaless 130 K. V. Generator 


HIS generator is constructed to adequately 

care for all Radiography (including the 

newer nigh milliampere technique), Fluor- 
oscopy and Therapy up to 150 kilovolts, 
Among its many exclusive features are: 


The Coronaless Rectifier embodying sphere 
gap characterislics by means of which all 
corona is eliminated. 


Remote control sland containing all meters, 
controis and timer. 


Operation of Generator is not affected by 
humidity. 


Maximum of useful X-Rays produced. 


CORONALESS 


APPARATUS 


—for the Future! 


HE purchaser of Acme - INTERNA- 

TIONAL equipment is assured not only 
of getting the most modern apparatus 
with the latest improvements, but appa- 
ratus that has been designed with the 
possible developments of the future in 
mind. In the past, Precision Type Coro- 
naless equipment has always been proven 
capable of adapting itself to any new 
developments in tubes or technique. 


This fact is an assurance to the purchaser 
that his apparatus will continue to give 
him the maximum in service and satis- 
faction at all times regardless of possible 
developments in the art. 


It is significant that the outstanding 
improvements in X-ray apparatus for 
the past few years have been first de- 
veloped by Acme- International engi- 
neers and were first presented on Acme- 
International apparatus. 


Besides the progressive attitude main- 
tained by this company, the quality 
built into the most minute details of 
its product and the excellent country- 
wide Acmge-INTERNATIONAL Service 
organization make Precision Type Appa- 
ratus the logical choice of the Rosin 
nating purchaser. 


Illustrated descriptive literature on request 


ACME-INTERNATIONAL X-RAY CO. 


347 West Chicago Avenue, Chicago, Illinois 


Sales and Service Representatives in all Localities 


Exclusive Manufacturers of Precision Type Coronaless Apparatus 
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KELENE 
For Local and General 
ANESTHESIA 


Supplied in 10, 30 and 60 
gramme automatic closing glass 
tubes. 

Also in 38 and 5 Cc. hermetically 
sealed glass tubes. 


The automatic closing tubes require 
no valve. Simply press the lever. | 


Manufacturers 


FRIES BROS. 
92 Reade St., New York 


Sole distributors for the U. S. and Canada 


MERCK & CO. 
New York 


St. Louis Montreal 


ANEW ACCURACY IN 
BLOOD PRESSURE READINGS 


BSaumanomelor 
So gravely important are 
blood pressure readings 


successful Physicians take 


laid aside old in- 
struments and 
adopted the Bau- 
manometer for 
greater accuracy. 


Employing Natures Immutable 
Law Insures Absolute Accuracy 


The unfailing reliability of gravita- 
tion method made use of. The 
scale of every instrument individu- 
ally hand calibrated, another funda- 
mental of scientific accuracy. Can- 
not spill; no air-pockets The | 
variation of other instruments of 
10 to 30 mm. impossible. 


Dr. Janeway, Johns Hopkins, Recommends It 
Rockefeller Institute, Mayo Clinic, Yale and Harvard Medical Schools 

and many others use it. M po! Life I Co. bought 1000. 

Portable desk model (14}4x434x2)4 inches). With Free Manual. 


10 DAYS TRIAL- EASY TERMS 


Send just $2.00 and we will forward it to you at once. Try it. If not 
thoroughly satisfied return and get your money back. If perfectly satisfied, 
#end the balance In ten monthly installments of $3.00 each; without inter- 
cst—$32.00 in all complete, which is the regular cash price everywhere. 


SIGN AND MAIL COUPON 


A. 8. ALOE CO.,581 OLIVE ST., ST. LOUIS, MO. 
1 enclose first payment, 32.00. Send Baumanometer complete on 10-days’ 
trial. If I keep it, I will pay balance, $30.00, in 10 monthly payments 
of $3.00, without interest. I agree title remains in you until paid in full. 


May 1925 


(Continued from page 46) 
TENNESSEE 


Dyer County Medical Society has elected Dr. W. W. Hol- 
land, Dyersburg, President; Dr. W. O. Sullivan, Newbern, 
Vice-President; Dr. Lyle Motley, Dyersburg, Secretary- 
Treasurer. 

Hickman County Medical Society has elected Dr. J. B. 
Webb, Goodrich, President; Dr. John S. Beasley, Centre- 
ville, Vice-President; Dr. W. K. Edwards, Centreville, Sec- 
retary-Treasurer. 

Marshall County Medical Society has elected Dr. F. H. 
Gault, Cornersville, President; Dr. J. B. White, Lewisburg, 
Vice-President; Dr. J. A. Hardison, Lewisburg, Secretary ; 
Dr. S. T. Hardison, Lewisburg, Treasurer. 

Sullivan-Carter-Johnson County Medical Society has 

elected Dr. J. L. Cottrell, Elizabethton, President; Drs. D. 
A. Swift, P. S. Williams and R. T. Childress, Vice-Presi- 
dents: Dr. Nat H. Copenhaver, Bristol, Secretary-Treas- 
urer. 
The annual meeting of the Quarter Century Club, Chatta- 
nooga, composed of physicians who have practiced twenty- 
five years or more, was held March 3. Dr. Joseph W. 
Johnson was elected President; Dr. Buchanan S. Wert, 
Vice-President; Dr. Frank T. Smith, re-elected Secretary. 

A meeting, composed largely of laymen, was held in 
Memphis, March 1, to protest against the passage by the 
Legislature of bills that would lower the medical standards 
of the state. The bill provides, in part, that the department 
of education may not require or recommend standards of 
preliminary education of persons desiring to practice medi- 
cine, surgery, osteopathy, or any other form of the healing 
art in the state of Tennessee higher than the requirement 
of a diploma from some reputable four year high school. 

Dr. Samuel F. Strain, Memphis Department of Health, 
has been awarded the scholarship offered the Shelby County 
Tuberculosis Society by the Trudeau Sanatorium, Saranac 
Lake, N. Y. 

Mrs. Dabney H. Crump has been -appointed Superin- 
tendent of the Crippled Children’s Hospital, Memphis, suc- 
ceeding Mrs. E. M. Ellis. 

A fellowship in surgery has been awarded to Dr. R. B. 
White, Jackson, by the Mayo Foundation. 

Governor Peay has signed the bill recently passed by the 
general assembly which forbids the teaching of evolution in 
the public schools, normal hools and lleg of the 
state. . 

Dr. Fred C. Caldwell, Director, Branch Laboratory, State 
Department of Health, Knoxville, resigned recently because 
of ill health. 

Miss Margaret Truitt is Superintendent of the Weakley 
County Hospital, Martin, which opened February 1. 


Deaths 


Dr. Thomas Dennis McDougal, Finley, aged 38, died Feb- 


ruary 7. 

Dr. J. R. Mallard, Columbia, aged 84, died February 23 
at the Kings Daughters Hospital. 

Dr. Isom Clark Simmons, Cleveland, aged 84, died Feb- 
ruary 23. 

Dr. Samuel D. Terrell, Memphis, aged 53, died suddenly 
February 10 at Biloxi, Miss., from heart disease. 

Dr. oo W. Davis, Livingston, aged 55, died Jan- 
uary 18. 


TEXAS 
Caldwell County Medical Society has elected Dr. T. B. 
Coopwood, Lockhart, President; Dr. Keeton Alexander, Mc- 
Mahan, Vice-President; Dr. J. M. Burks, Dals, Secretary- 
Treasurer. 
Hale-Floyd-Briscoe-Swisher County Medical Society has 


(Continued on page 50) 


HIGH POWER 


Electric Centrifuges 


Send for LE Cat Cn 
INTERNATIONAL EQUIPMENT C8. 


253 Western Ave., Boston, Mass. 
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AT BOOTH NO. 27 


A. M. A. CONVENTION 
Atlantic City 


See the small Platinum-Iridium Radium Needles that you have 
heard so much about. 


UNITED STATES RADIUM CORPORATION 
Makers of Radium 
New York 


THE PHYSIATRIC INSTITUTE 


MORRISTOWN, N. J. 


Devoted to the treatment and scientific investigation of metabolic disorders, ially diabetes, nephritis, hyper- 


tension and obesity. 
Diabetes 


The milder cases are still treated by diet without insulin. An accurate balanced diet is still necessary in the 
severe cases which receive insulin. Wrong or careless diet methods will give many bad results, which should not 
be blamed upon insulin. Institutional care is often important for study of the condition, breaking of wrong habits 
and instruction in diet. This Institute specializes in the individualized study and instruction of patients. 


Nephritis and High Blood Pressure 


The benefits of laboratory study and dietary control of nephritis are well recognized. The Institute is equipped 
for administering this standard treatment. The therapy of hypertension, whether pure or associated with nephritis, 
is generally regarded as unsatisfactory. The diet treatment used in this Institute is different from the ordinary, and 
is believed to be more successful. Though early or mild cases are naturally most promising for prophylaxis and for 
complete return to normal, it is possible in the majority of advanced cases to obtain marked and long-lasting benefits 
in the form of reduction of pressure and relief of symptoms. Physicians are invited to refer cases to the Institute 
for proof of this statement. 


Obesi 
besity 
The Institute offers treatment for any kind or degree of obesity. When the patient is willing to cooperate rea- 


sonably in diet, any desired reduction of weight can ordinarily be accomplished without danger and without serious 
privation. This statement applies also to the so-called endocrine type of obesity. 


THE PHYSIATRIC INSTITUTE 
FREDRICK M. ALLEN, Director 
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When 
“Nothing Tastes Good” 


Remember, that lighter, daintier 
food wins back appetite and suggest 
Puffed Wheat and Puffed Rice 


Ts the patient who complains of 
a flagging appetite to try this morn- 
ing and noon-time menu for a week: 


Breakfast — Quaker Puffed Wheat, 
served with sugar and cream, or with 
fresh or stewed fruit. 


Luncheon—Quaker Puffed Rice, 
floated in a bowl of half and half. 


Such a breakfast is as wholesome, 
nutritious and satisfying, as it is tempt- 
ing and delicious. Quaker Puffed Wheat 
is whole wheat in a light, enticing and 
most easily digested form. 


Quaker Puffed Rice in milk is a true 
health lunch, which combines two in- 
valuable foods. It is followed by the 
perfect digestion which insures clear 
thinking and abundant physical energy 
in the afternoon. 


(Remember this yourself, doctor, 
when you are so busy that a hasty bite 
is all you have time for at noon.) 


Quaker Puffed Wheat 
and Puffed Rice are 
super -nutritious 
grains, steam 
exploded eight 
times normal 
size. Each food 
cell is broken 
to insure quick 
and easy diges- 
tion and assim- 
ilation. 


THE 
QUAKER OATS 
COMPANY 


May 1925 
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elected Dr. C. C. Gidney, Plainview, President; Dr. S. M. 
Henry, Lockney, Vice-President; Dr. E. F. McClendon, 
Plainview, Secretary-Treasurer. 

Knox-Haskell County Medical Society has elected Dr. E. 
F. Heard, Goree, President; Dr. T. S. Edward, Knox City, 
Vice-President; Dr. T. P. Frizzell, Knox City, Secretary- 
Treasurer. 

Mitchell County Medical Society has elected Dr. T. A. 
Martin, Loraine, President; Dr. T. H. Barber, Colorado, 
Vice-President; Dr. T. J. Ratliff, Colorado, Secretary- 
Treasurer. 

Titus County Medical Society has elected Dr. S. R. Crab- 
tree, Mount Pleasant, President; Dr. A. A. Smith, Talco, 
Vice-President; Dr. T. S. Grissom, Mount Pleasant, Sec- 
retary-Treasurer. 

Wood County Medical Society has elected Dr. W. T. 
Black, Quitman, President; Dr. J. B. Goldsmith, Quitman, 
Vice-President; Dr. V. E. Robbins, Quitman, re-elected 
Secretary-Treasurer. 

At the organization meeting of the new State Board of 
Medical Examiners, Dallas, recently, Dr. Horace C. Morrow, 
Austin, was elected President; Dr. Guy P. Sherrill, Temple, 
Vice-President ; Dr. Thomas J. Crowe, Dallas, Secretary. 

The Daniels-Purl House American Legion Bill authorizes 
the sale of the American Legion Memorial Hospital near 
Kerrville, to the Federal Government for approximately 
$1,700,000. If the U. S. Veterans’ Bureau agrees to pay 
this amount for the hospital, $200,000 of the sale price 
will be turned over to the American Legion as a trust fund 
to be used for the benefit of disabled ex-service men. 

A permit has been issued for the construction of the Autry 
Memorial Hospital at the City County Tuberculosis Hos- 
Houston. 

new twenty-five bed county hospital has recen 

r an additional unit for nts Hospital in Fi ‘ 
Work will be started soon. 

The Tarrant County Medical Society will broadcast health 
talks each Friday at 4 p. m. over the radio from the 
Fort Worth Star-Telegram Radio Station, WBAP. One 
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Are You Interested in Building Up 
An Office Practice? 


In every county seat and in every city 
we can help one physician to build up 
$10,000 office practice. 

We have special proposition to make 
to ten physicians in South by which 
we equip your offices completely with 
physiotherapy apparatus and drill 
you thoroughly in latest methods of 
treatment. 

Not necessary to go away for post- 
graduate course. We give you course 
in your own office with your patients 
as clinical material. 

No lectures, no theory. Practical ex- 
perience from start. Write or wire 
us. 


Thompson-Plaster X-Ray 
Company 


Leesburg, Va. 
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In Bronchitis and Tuberculosis 


CALCREOSE (calcium creosotate) is particularly suitable as an ad- 
junct to other remedial measures. 


CALCREOSE has all the pharmacological activity of creosote and may 
be taken in large doses for long periods of time. 


RADIUMTHERAPY 


In the minds of many physicians the use of Radium is asso- 
ciated only with the treatment of malignant disease, but its 
use in non-malignant conditions actually forms a broader 


field of usefulness. 


Good results are being reported with radium in such con- 
ditions as inoperable toxic goiter, certain types of uterine 
fibroids, uterine hemorrhage, tubercular adenitis, angiomas 
and many types of subacute and chronic skin lesions. 


As a supplementary service, we offer RADON (radium emanation.) 


RADIUM CHEMICAL Co. 


PITTSBURGH, PA. 
NEW YORK BOSTON CHICAGO 
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GOOD PERMANENT POSITION 
Open to Right Man 


Must be graduate of medicine—not over 
40 years of age and willing to travel. Must 
be familiar with biologicals and have good 
knowledge of biological therapy. Give full 
details concerning experience, references, 
and state salary expected. 

Address Professional Service Depart- 


ment 
E. R. SQUIBB & SONS 
New York 
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CLASSIFIED ADVERTISEMENTS 


NURSE desires position as traveling companion. Refer- 
— given with photograph. Address M. B. T., care Jour- 
nal. 


May 1925 


(Continued from page 50) 
period each month is to be devoted to the broadcasting 
of material from Hygeia. 
Deaths 


Dr. William Madison Gipson, Lytle, aged 51, died De- 
cember 13. 

Dr. Asa Nowlin, Liberty Hill, aged 58, died suddenly in 
February. 

Dr. Lee L. Mahan, Hempstead, aged 63, died February 
15 at the Johns Hopkins Hospital, Baltimore. 

Dr. William Wesley Wimer, San Antonio, aged 51, was 
killed February 21 by an automobile. 

Dr. William A. Bates, Purdon, aged 72, died February 
6 at Waco following a long illness. 

— James C. Greer, McKinney, aged 63, died Febru- 
ary 26. 

-Dr. William Jordan, Apermont, aged 52, died January 
21 at a hospital in Stanford, from pneumonia. . 

Dr. J. C. Carson, Rosewood, aged 70, died February 13. 


VIRGINIA 


The Tri-State Medical Association of the Carolinas and 
Virginia met in Richmond, February 18-19. Dr. W. Lowndes 
Peple, Richmond, was elected President; Drs. R. L. Payne, 
Norfolk, Roy P. Finney, Gaffney, S. C., J. T. Burrus, 
High Point, N. C., Vice-Presidents; Dr. J. K. Hall, Rich- 
mond, Secretary-Treasurer. The next meeting will be 
held at Fayettevile, N. C. 


(Continued on page 54) 


NO RHEOSTATS, Etc. 


_ Portable—Compact—Dependable 


$30.00 
With Any 
ONE 
Instrument Except No. 5 


With No. 5 
$32.50 


The POST CAUTERY 


WORKS ON ALTERNATING or DIRECT CURRENT 
Solid Silver Knife—Perfect Uniform Heat—No Electrodes 


IN MODERN 
PRACTICE 


Covers Every Phase of Correct Requirement 


Additional Instruments 
12.50 
Types 1-2-3-4 
All Are Interchangeable 
i No. 5 Is Flexible 


“Used and Endorsed by 
Surgeons and Hospitals 
Throughout the Country” 


Descriptive Circular 
“MJ 225” on Request 


Ask for Demonstration 
or Write 


2106 First Ave. 


DOSTER-NORTHINGTON, Incorporated, 
Department of Surgical Instruments and Hospital Supplies, 


BIRMINGHAM, ALA. 
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RADIUM RENTAL SERVICE 


THE PHYSICIANS RADIUM ASSOCIATION of CHICAGO, Inc. 


Incorporated under the laws of Illinois, not for profit, but for the pur- 

pose of making radium available to Physicians to be used in the treat- 

ment of their patients. Radium loaned to Physicians at moderate 

rental fees, or patients may be referred to us for treatment if pre- 

ferred. 

Careful consideration will be given inquiries concerning cases in which the use of Radium - 
is indicated 


THE PHYSICIANS RADIUM ASSOCIATION 


1100 Tower Bldg., 6 N. Michigan Ave. 
CHICAGO, ILL. 


Telephones: Managing Director: 
Central 2268-2269 Wm. L. Brown, M.D. 
BOARD OF DIRECTORS 
William L. Baum, M.D. Wn. L. Brown, M.D. 
Frederick Menge, M.D. Thomas J. Watkins, M.D. 


Louis E. Schmidt, M.D. 


HEXYLRESORCINOL, S&D. 


CeHs(OH)2CeHis 


A synthetic chemical possessing about 45 times the germicidal 
power of Phenol. 

This remarkable internal urinary antiseptic was recently brought 
to the attention of the medical profession by Dr. Veader Leonard, Baltimore. 

Hexylresorcinol is indicated in the treatment of infections of the 
urinary tract. 

It is non-toxic in therapeutic doses. 

Hexylresorcinol is supplied only in prescription boxes of 100 
Soluble Elastic Capsules, each Capsule containing 0.15 gram Hexylresorci- 
nol in solution in Olive Oil. 


Full particulars upon request. 


New York Chicago New Orleans St. Louis Atlanta Philadelphia Kansas City 
San Francisco 


SHARP & DOHME — 

BALTIMORE 


Doctor— 
we'll thank you 
to tell mothers this good news 


UAKER OATS experts have perfected 
a new kind of Quaker Oats that 
cooks in 3 to 5 minutes. 

It is called “Quick Quaker” and enables 
busy wives and mothers to prepare nour- 
ishing, hot breakfasts as easily and quickly 
as less desirable foods. 

Many homes, as you know, are omitting 
the essential oats simply because of their 
cooking time. 

Quick Quaker was perfected to meet 
that situation. 

The rich, full flavor of Quaker Oats is 
fully retained, the same selected grains 
used. Quick Quaker is cut before flaking, 
rolled thinner and partially cooked. It 
cooks faster—that is the only difference. 

Will you tell mothers of it, please? 
We'll thank you if you do. 

Two kinds now at grocers. 
Quaker and Quaker Oats. 


Quick 


Standard full size and weight packages 
Medium: 1% pounds; 
Large: 3 pounds, 7 oz. 


Thekind you have 
always known 


SOUTHERN MEDICAL JOURNAL 


May 1925 


(Continued from page 52) 


Augusta County Medical Society has elected Dr. David 
T. Gochenour, Stuarts Draft, President; Dr. H. G. Middle- 
kauff, Weyers Cave, Secretary. 

Botetourt County Medical Society has elected Dr. R. T. 
Givens, Glen Wilton, President; Dr. W. N. Breckinridge, 
Fincastle, Secretary. 

Wise County Medical Society has elected Dr. E. P. Cox, 
Norton, President; Dr. C. B. Bowyer, Stonega, re-elected 
Secretary-Treasurer. 

The Virginia Public Health Association, at its annual 
meeting in Richmond, February 23-24, elected Dr. L. J. 
Roper, Portsmouth, President; Dr. W. R. Culbertson, Nor- 
ton, and Miss Anne Gulley, Loudoun County, Vice-Presi- 
dents; Dr. L. L. Williams, Richmond, Secretary-Treasurer ; 
Miss Blanche Webb, Richmond, Assistant Secretary-Treas- 
urer. 

Dr. William T. Sanger, Ph.D., Secretary, State Board of 
Education, has been elected President of the Medical Col- 
lege of Virginia, Rich d, to d Dr. Stuart McGuire, 
resigned. The appointment is on a full-time basis. Dr. 
McGuire, President since 1914, requested the change. He 
will continue to serve as a member of the executive com- 
mittee. 

Ground has been broken for the new Memorial Hospital 


“to be built at Danville. The building will cost approxi- 


mately $250,000. 
The Fauquier County Hospital was formally opened on 
February 26. 

he Piedmont Sanatorium, Burkeville, will have an ad- 
dition. The increased number of patients applying for 
treatment made the addition necessary. 

Dr. Leta J. White has been appointed Medical Inspector 
with the Bureau of Health, Richmond. She succeeds Dr. 
H. O. Bell, resigned. 

Dr. George H. Thomas, Staunton, has accepted appoint- 
ment as a medical examiner for the U. S. Veterans’ 
Regional Office, Richmond. 

Dr. Beverley R. Tucker has been re-elected President of 
the Westmoreland Club, Richmond. 

Mrs. M. G. Payne has resigned as Superintendent of the 


(Continued on page 56) 


& CO., LTD. 


Established 1866 


OVER A HALF CENTURY OF 
SERVICE TO HOSPITALS AND 
PHYSICIANS IN THE SOUTH 


X-Ray and Physiotherapy 
Apparatus 


Ultra Violet Lamps 


Catalogues on Request 


NEW ORLEANS 
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ORGANOTHERAPY 


can be effective only through the use of dependable endocrine products. The reputation and integrity 
of the manufacturer is the physician’s only guarantee of reliability of those organotherapeutic prod- 
ucts for which there is no chemical or biological assay. Every manufacturing process and our 
product is supervised by our Analytical and Research Department. 


DESSICATED PITUITARY BODY, U.S.P. EPINEPHRIN 


CORPUS LUTEUM EPINEPHRIN AMPULES 

CORPUS LUTEUM AMPULES SOLUTION OF EPINEPHRIN (1-1000) 
PANCREATIN, U.S.P. DRIED SUPRARENALS, U.S.P. 
SOLUTION OF POST-PITUITARY DRIED THYROIDS, U.S.P. 


insure potency and constancy of action by prescribing the products of 


G. W. CARNRICK CO. 


Manufacturers Organotherapeutic 
of Products 


417-421 Canal Street, New York, N. Y. 


Allen H. Bunce, A.B., M.D., F.A.C.P. George F. Klugh, B.S., M.D. Jackson W. Landham, M.D. 
Raiford T. Warnock, M.D. 


Laboratories of 


Drs. Bunce, Landham and Klugh 


ATLANTA, GEORGIA 


DEPARTMENTS 
PATHOLOGY BACTERIOLOGY—SEROLOGY X-RAY—RADIUM 


These laboratories are equipped for making every test of clinical value 
in the diagnostic study of medical and surgical cases. Only standardized 
methods and technique are used. 

In addition to the diagnostic study of cases there are adequate facilities 
for the x-ray and radium treatment of conditions in which these forms of 
treatment are indicated. 


Containers for pathological specimens and information in reference to x-ray and 
radium work furnished upon request. 


Address 


DRS. BUNCE, LANDHAM AND KLUGH 
65 Forrest Avenue, Atlanta, Ga. 
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(Continued from page 54) 
Lynchburg Hospital, Lynchburg, and has been succeeded 


—. TRADE by Miss Florence R. Wells, of the Virginia Baptist Hos- - 
pital staff. 
REG. Dr. Thomas W. Dew, Frederickburg, has been elected ie 


Chairman of the Spotsylvania County School Board. Be 
Bind Su rt Dr. William F. Drewry, City Manager of Petersburg, Be 
er 0 er has been appointed a member of the State Board of Public € 
Welfare. The Board is composed of five persons and con- a 
(Patented) ducts a general supervision of public welfare work in the we 
state. 
Deaths 


Dr. Julian A. Norfleet, Norfolk, aged 60, died Febru- 
ary 9 following an illness of several months. 

Dr. John Fendall Ragland, Jr., Petersburg, aged 50, died 
February 10 at the Johnston-Willis Sanatorium, Richmond, 
from heart disease. 

Dr. Charles James Terrell, Hewlett, aged 90, died in 
February at Chatham. 

Dr. Frederick C. A. Kellam, Pungoteague, aged 79, died 
January 5. 

Dr. George Archer Hankins, Williamsburg, aged 87, died 
February 27 following a long illness. 

Dr. Howard Fletcher, Warrenton, aged 49, died sud- 
denly February 26. 

Dr. Thomas J. Kagey, Newport News, aged 44, died 
ve nl 26 at the Riverside Hospital from cerebral hem- 
orrhage. 


For Men, Women and Children WEST VIRGINIA 
For Ptosis, Hernia, Pregnancy, Obesity, St. Joseph’s Hospital, Huntington, a seventy-five bed 
Relaxed Sacro-Iliac Articulations, High and —— ——— by the Palatine Sisters, has been for- 
Ask for 36 page Illustrated Folder. representative for the Gorgas Memorial. 
orders filled at Philadelphia only— | pichmond, Va. were married February 18, 
Deaths 
KATHERINE L. STORM, ane ak oa James Edwin McDonald, Logan, aged 53, died De- 
igi 4. 
1701 Diamond St. Philadelphia 55, died February 20 at Clearwater, Fla., from heart dis- 
ease. 


LOESERS INTRAVENOUS SOLUTIONS 


MADE CERTI FI ED 


“y) WE OFFER A STANDARDIZED BIOLOGICALLY 
TESTED INTRAVENOUS SOLUTION OF 


MERCUROCHROME 


Loeser’s Intravenous Solution of Mercurochrome, a 1% solution in 
20cc. hermetically sealed nonsoluble glass ampoules; chemically and 
biologically tested. Ready to inject. 


Per box of six ampoules $6.00. 
Send for Literature. 


= 


NEW YORK INTRAVENOUS LABORATORY 
100 West 21st Street, New York, N. Y. 


Producing Loeser’s Intravenous Solutions 
THE 
Standardized, Certified Solutions 
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FEEDING 
THE AVERAGE INFANT 


The proper food for the infant is 
Mother’s Milk 


Complemental feedings of Fresh Cow’s Milk, 
Water and Mead’s Dextri-Maltose are very help- 
ful to the infant’s nutrition when the supply of 
Breast Milk is insufficient. 


When Summer (Fermentative) Diarrhea is pres- 
ent, Mead’s Casec will generally give gratifying 
results. 


If Infant Diet Materials of quality are needed, 
MEAD’S products may be used with Confi- 
dence by physicians. 


Samples of Mead’s Dextri-Maltose 
Samples of Mead’s Casec 


hy 
The Mead Policy 


Mead’s Infant Diet Materials are advertised only to phy- 

sicians. No feeding directions accompany trade packages. 

Information in regard to feeding is supplied to the mother 

by written instructions from her doctor, who changes the 

feedings from time to time to meet the nutritional re- 

quirements of the growing infant. Literature furnished 
only to physicians. 


MEAD JOHNSON & COMPANY 
Evansville, Indiana, U. S. A. 
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AMPOULES 


[PARKE, DAVIS & COMPANY] 


COMMEND THEMSELVES TO THE 
CAREFUL PHYSICIAN 


(1) In them the element of chance is super- 


B CCAUS ‘s seded by the certainty of science. 


(2) They are ready to use and easy to carry. 
No time is lost in making up solutions as required. 


(3) They are made with full consideration of the characteristics of 
every ingredient. The glass employed is one which will not react 
with the solutions contained in them. 


AMPOULES PRESENT AVERAGE SINGLE ; 
DOSES OF IMPORTANT DRUGS 


readily transferable to the hypodermic syringe, and 
less likely than improvised solutions to irritate the 


subcutaneous tissues. 


The principle of standardization, which has given 
character to our products as a whole, is rigorously 
applied to the ampoule list, comprising a wide 
variety of formulae. 

Of the line offered by Parke, Davis & Co.,some are especially 

intended for intravenous use although, with very few exceptions, 

any solution in the list can be thus administered, the only 


desideratum being that which the physician alone can supply, 
namely, intravenous technique. 


Our 48-page, therapeutically indexed booklet 


on Ampoules is sent to interested 
physicians on request. 


PARKE, DAVIS © COMPANY 


DETROIT MICHIGAN 
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